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can offer a three-fold beneficial action in the 
symptomatic management of cancer patients 
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1 It enhances and extends the effects of . 

analgesics, narcotics, and hypnotics allowing 7 

them to be used in smaller doses and offsetting argac q 

many of their undesirable side-effects de mate broths 
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2 It effectively and promptly controls nausea 
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A physiological treatment 
of constipation.... 


Senna is a neuro-muscular stimulant of 
peristalsis and produces a good imitation of 
normal defaecation. Such a physiological effect 
is of great value in restoring natural rhythm. 


This is in marked contrast to the actions 
of salines and of liquid paraffin which have 
serious disadvantages for prolonged administration. 


Through the production of Senokot, the first 
stable, standardised preparation of senna, the 

full therapeutic activity of the drug has been made 
available and its re-educative value demonstrated. 


Senokot=<s": 


GRANULES: 2 o7., 6 0z.; dispensing pack of 2 Ib. 
TABLETS: 50; dispensing packs of 200 and 1000 


Lancet, 1952, 1, 655. Used under N.H_S. 
ibid 1953, 1, 497 and 62, —JI.C.P. Category 3. 
Practitioner, 1953, 170, 266. —Not advertised to the public, 


Medical Press, 1954, 231, 521. Inexpensive. 
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by the powerful atta t} } Crystamycin 


A single injection of Crystamycin 
delivers a massive dose of sodium penicillin (its immediately 
effective form) and Streptomycin Sulphate. 


This is precisely the attack called for in the treatment of mixed, 
resistant and unidentified infections. 


Combined, these antibiotics deal decisive with the majorit f infection 
encount 1 toda and frequently they enhance each other trik 
wer to deal with bacteria relatively ré tant to either 
ar tic alone. Combined they reduce the risk of bacteria 
resistance developing. And combined aa tl 
are in Crystamycin, they afford by far thes itest 
assurance of effective ther 


CRYSTAMYCIN 


TRADE MARI 


dry powder for aqueous injection 
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The most important textbook of 


medicine in the English language... 


Cecil & Loeb’s | MEDICINE 


By 172 American Authoritic Edited by ausseit Lt. CecH., Professor of Clinical Medicine Emeritu 
Cornell University; and nownt rf. Lots, Bard Professor of Medicine, Columbia University. 1786 pages 
201 . .wstrations £5 %« 


A NEW (9TH) EDITION — JUST PUBLISHED 


With a copy of this new edition of “ Cecil and Loeb" on your desk you can be 

confident you have at hand the most up-to-date, complete, authoritative and useful 

one-volume reference book on medicine in the English language. This famous work 

has been drastically revised to bring it absolutely up to the minute, with scarcely a 
discussion not rewritten and improved 

Over 800 diseases are completely discussed as to etiology, recognition, pathological 

physiology, examination methods, tests, diagnosis, prevention, prognosis and 


treatment 


It reflects the very latest practices and concepts of modern medicine 


Harvey & Bordley’s DIPFERENTIAL DIAGNOSIS 
By a. Moone Hanvey, Professor of Medicine at Johns Hopkins; and james sonoiry, Professor of 
Medicine at Columbia. 665 pages. Just published 71s 


Boyd's PATHOLOGY POR THE SURGEON 


By Professor wi.ttam sovp of Toronto, New (7th) Edition. 737 pages, with 547 illustration 87s. 6d 
Mawerman’s PRACTICE OF DYNAMIC PSYCHIATRY 


By #ULeS 4. MASSERMAN, Professor of Neurology and Psychiatry, Northwestern University iw 
790 pages 4s 


W. B. SAUNDERS COMPANY LIMITED 


7 GRAPE STREET, LONDON, W.C.2 
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A Selection of Livingstone Publications 


AN ATLAS OF REGIONAL DERMATOLOGY 
By G. H. PERCIVAL, M.D., Ph.D., F.R.C.P., D.P.H., and T. C 


DODDS, F.1.M.L.T., F.1.B.P., F.R.PS 
272 pages 479 illustrations in full colour as 


OLD AGE IN THE MODERN WORLD 
Report of the Third Congress of the International 


Association of Gerontology, London, 1954 
655 pages 102 illustrations 35s. 


PEPTIC ULCER 
By C. F. W. ILLINGWORTH, C.A.E., M.D., Ch.M., FRC SE 
296 pages 95 illustrations 42s. 


TEXTBOOK OF MEDICAL TREATMENT 
Sixth Edition. Edited by D. M. DUNLOP, M.D., F.R.C.P., SIR 
STANLEY DAVIDSON, ™.D., P.R.C.P(Edin.), and SIR JOHN 
McNEE, D.S.0., M.D., F.R.C.P 
1,039 pages 44 illustrations 50s 


THE HOUSE PHYSICIAN’S HANDBOOK 
By C. ALLAN BIRCH, M.D., F.R.C.P 


168 pages 5 plates 10s. 6d. 
MEDICINE 
By A. E. CLARK-KENNEDY, M.D., F.R.C.P 
Vol. |. The Patient and his Disease. Second Edition 
426 pages 25s. 
Vol. Il. Diagnosis, Prevention, and Treatment 
522 pages 25s. 


MULTIPLE SCLEROSIS 
By DOUGLAS McALPINE, M.D., F.R.C.P., NIGEL D. COMP 
STON, M.D., M.R.C.P., and CHARLES E. LUMSDEN, M.D 
310 pages 115 illustrations 35s. 
DISEASES OF THE NERVOUS SYSTEM 


Described for Practitioners and Students 
Eighth Edition. By SIR FRANCIS WALSHE, M.D., F.R.C.P 
372 pages 91 illustrations 24s. 


BEDSIDE DIAGNOSIS 

Third Edition. By CHARLES SEWARD, ™.D., F.R.C.P 

432 pages 18 illustrations 18s. 6d. 
THE CASUALTY DEPARTMENT 

By THOMAS G. LOWDEN, ™.A., F.R.C.S 

288 pages 170 illustrations 37s. 6d. 
FRACTURES AND JOINT INJURIES 

Fourth Edition Reprint. By SIR REGINALD WATSON-JONES 


In two volumes, not sold separately 
1,130 pages 1,613 iMustrations, many in colour £6 10s. 


TEXTBOOK OF OPERATIVE SURGERY 
By ERIC L. FARQUHARSON, M™_D., F.R.CS 
863 pages 945 illustrations 75s. 


oes PEVIOT PLACE, EDINBURGH | Se 











Vill THE PRACTITIONER 





LLOYD-LUKE 


A new book for the postgraduate 


OPHTHALMOLOGY 

| A TEXTBOOK 

| FOR DIPLOMA STUDENTS 

| by P. D. TREVOR-ROPER 

| M.B., B.Chir.(Camb.), F.R.C.S., 0.0.M.S.(Eng.) 
| 






t OPH THALMOLDG! 
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Written primarily for the postgraduate student 

seeking an ophthalmic qualification, this textbook 

deals at appropriate length, and in considerable 
| detail, with the anatomy and physiology of the 
eye, with physical and physiological optics in- 
cluding the prescription of spectacles, and then 
covers systematically the diseases of the outer and 
inner eye The emphasis falls throughout on 
clinical experience 


xvi + 656 pp., 449 illustrations, 8 colour plates. (1955) 75s. net 


eee A new book for the specialist 


STUDIES ON THE 
CEREBRAL CORTEX 


by S. RAMON y CAJAL 


(Translation from the Spanish by Lisbeth M. Kraft, 
Yale University) 


The timeliness of this translation is self-evident 
from the widespread and growing interest in the 
limbic system. When Ramdén y Cajal undertook 
and completed the series of studies included in this xii +. 179 pp 
volume, he probably gave us the most precise and 108 illustrations 
comprehensive single anatomical account of the 
limbic system that is available (1955) 27s. 6d. net 


—_—<_ Other LLOYD-LUKE publications 


LECTURES ON FLUID BALANCE PRACTICAL 
GENERAL PATHOLOGY IN SURGICAL PRACTICE OBSTETRIC PROBLEMS 
Edited by SIR HOWARD FLOREY by L. P. LE QUESNE by IAN DONALD 
4.0., FRCP. PAS B.M., B.Ch(Oxon.), FR.C.S/(Eng.) MBE. MO(Lond), FRCOG 
(1954) 636. net (1954) 176. 6d. ner (1955) 456. nex 


Descriptive leaflets available on request 


LLOYD-LUKE (Medical Books) LTD., 49 Newman Street, W.! 


= — — —_— ee —_+ 














ANNOI 


NCEMENTS IX 





= ————— = = 


= —THE HOUSE OF CHURCHILL—— 


BEDSIDE MEDICINE 


By GE. BEAUMONT. MA_OM._ FRCP. 74 ittus 
trations. Ready shortly About 45s 


BIOCHEMISTRY AND THE CENTRAL 
NERVOUS SYSTEM 
By H. McILWAIN. Ph 43 Mustrations 40s 


HIGH BLOOD PRESSURE 
By G W. PICKERING. MA. MB. MDiGhent 
FRCP. 106 illustrations (5 our 65s 


APPROACH TO CLINICAL MEDICINE 
By R HH. MICKS. M FRCE Bs. 6d 


GERMAN-ENGLISH MEDICAL DICTIONARY 


Containing words currently used in the medical 
pharmaceutical and allied professions 


Compiled by W ( ,OULDEN. BA Dr Pb 
$20 Pages 45s 


LEG ULCERS 
Their Causes and Treatment 


By S. T. ANNING { MA MI MACP 
42 WWustrations IOs 


CLINICAL ASPECTS OF THE AUTONOMIC 
NERVOUS SYSTEM 
By L. A. GILLILAN, Ph.D. ME Jniversity of Penn 
syivania. 421 trations 45s 


CLINICAL DISORDERS OF HYDRATION AND 
ACID-BASE EQUILIBRIUM 
By LOUIS G. WELT. MI versity of North 
Carolina 4s 


CURRENT CONCEPTS IN DIGITALIS 
THERAPY 
A Guide to the Use of Digitalis Drugs 


By BERNARD LOWN. MI and SAMUEL A LEVINE 
M _D., Harvard Medical Schoo 2! tratior 15s 


DISEASES OF THE LIVER 


By MITCHELL A. SPELLBERG. MD. FACE 
University of ‘ 96 lilustrations (2 in Colour 


120s 


PROLONGED AND PERPLEXING FEVERS 
By CHESTER S KEEFER. MD... and SAMUEL E 
LEARD MoO { Bostor versity School of Med 
ne 42s 


THE PHYSICIAN AND HIS PRACTICE 
By 18 authorities. Edited by JOSEPH GARLAND 
MD... Ed The New England Journ of Medicine 
Jos 


NEW EDITIONS 


A SHORT TEXTBOOK OF MIDWIFERY 


By G. F. GIBBERD. MB. M FR rR Oo 
rth Edit 99 Wiuscratior 305 


A SHORT TEXTBOOK OF SURGERY 


By C.F W ILLINGWORTH AE ChM FR 
Ed ath Edit } Plate and 227 Tes 
figures Ar 35s 


A HANDBOOK OF OPHTHALMOLOGY 


By HUMPHREY NEAME FR 5S and? A W am 
SON-NOBLE FACS Eighth Edit } Plates 
ontaining 46 coloured Mlustrations and Tex 

figures Ab 17s. 6d 


HUMAN PHYSIOLOGY 


By FR 
Pr 


WINTON, [ a | and £ BAY } 
f th Edie 1M strations Js 


RECENT ADVANCES IN NEUROLOGY AND 
NEUROPSYCHIATRY 


By Si RUSSELL BRAIN MA M PRCP. and 
—E 8 STRA MA. DOM. PR ‘ ath Ede 
46 strations Ws 


RECENT ADVANCES IN RADIOLOGY 
Third Edit By THOMA ( c— me rrAR 
OMAR 82 Wustrations 455 


FORENSIC MEDICINE 
A Textbook for Students and Practitioners 


By Sir SYONEY SMITH Ar MD FR f 
FR Si(Ed and F SS. FIDDES Bf mI Tenth 
Edit 173 Wlustrations 405 


ANTENATAL AND POSTNATAL CARE 


By F | BROWNE Lam | f pat Ed 
FRC OG and | McCLURE BROWNE “6 
BS. FRCSI(Ed). FRCOG. Eighth Eau 94 
strato 37s. 6d 
G NAECOLOGY 
firth Ed By f IGLA MacL fOr m 
FARCE FRCS FRCOG. and HMARLE { 
READ. FRO FRACS. FRE si 
treat cluding 27 Plates 80, 


ESSENTIALS OF ORTHOPAEDICS 
By PHILIP WILES. MS$ PRecs PA 


Edit ’ Coloured Plates and 3913 Text-figures 5S« 


THE DIABETIC LIFE: ite Centro! by Diet and 


Insulin 

A © Pr MA ! for titroners 1 Patient 
By R D LAWRENCE MA MD FRCP Fifteontt 
E dstior 19 strat tds. 60 


DISEASES OF INFANCY AND CHILDHOOD 
By WILFRID SHELDON v Mf race 
eventh Editior 213 Text-igures and jing (8 
Plates (5 in Colour) 50s 


]. & A. CHURCHILL LTD., 104 Gloucester Place, London, W.|! 
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Backward Children Tobacco Smoking 

In her new book TRAINING THE BACK. In THE HABIT of TOBACCO SMOKING 
WARD CHILD (12: 6d net) Herta Loewy (ass net) W. Koskowski not on! arve 
provides an invaluable guide for parents present-day knowledge of the influence of 
teachers and practitioners in the approach tobacco on the human organism but trace 
to handicapped children From her many the spread of the tobacco habit through t 
ears’ experience she selects several illumin ages A chapter is devoted to the latest 
ating case histories findings on cancer researct 


"*"hysiothe , mp 
Physiotherap) Internal Medicine 








Practitioners capecially active in the field of 


pediatrics will wish to know of J. M. Jewry- Wallace M. Yater’s FUNDAMENTALS 
Harbert’s new book THE IMPORTANCE OF INTERNAL MEDICINE (94) 60 ner) 
OF PHYSIOTHERAPY IN THE TREAT. is now in its fourth revised edition. This 
MENT OF SICK CHILDREN (10: 6¢ ner widely accepted text owes its success to t! 

which discusses fully the approach to and author's ability to focus the reader's attentior 
treatment of the sick child both from the upon the basic and practical fundamental 

physical and psychological standpoint 1306 pages 


Available on approval from Staples Bookshop 14 Gt. Smith St., London, S.W1 
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Just Published 
THE EXTRA PHARMACOPCGIA 


(Martindale) Volume II 23rd Edition 





The second volume of the Extra Pharmacopeeia supplements the 
information in the first volume published in 1952, the two volumes 
forming a comprehensive work of reference on materia medica and 
allied subjects. The whole book has been revised, rewritten and reset 
It has been compiled for general practitioners in pharmacy and 
medicine, for specialists and experts engaged in associated activities, for 
research workers and for students. The sections dealing with the 
analysis of drugs, clinical biochemistry, and bacteriological notes have 
been extended 


A descriptive Leaflet is available 


Pp. xxix + 1501. Price 57s. 6d. (postage Is. 6d.) 


THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.1 
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IMPORTANT PUBLICATIONS ——— 
BRITISH OBSTETRIC AND GYNACCOLOGICAL PRACTICE 


Edited by 
Sir EARDLEY HOLLAND, MD, FRCP, FRCS, FRCOG 
and ALECK BOURNE, MB, FRCS, FRCOG 
‘Many of the chapters are masterly expositions in particular 
fields a work that truly represents current British 
obstetrical and gynaecological practice THe LANCET 
OBSTETRICS: 1,164 pages 400 illustrations 115s. net 
GYNAECOLOGY: 850 pages 370 illustrations 95s. net 


A FURTHER STUDY IN THE PROGRESS IN VENEROLOGY 


NATURE OF DISEASE by R. R. WILLCOX, MD 
by J. E. R. MCDONAGH, FRCS 208 pages. 30 illustrations. 21s. net 
364 pages. 10 charts 21s. net TREATMENT OF VARICOSE 
VEINS 

STUDIES IN THE by STANLEY RIVLIN 
PSYCHOLOGY OF SEX With a Foreword by A. DICKSON 
by HAVELOCK ELLIS WRIGHT, MS 
In two volumes 64 pages 35 illustrations 
4,000 pages 105s. net 10s. 6d. net 


A NEW CLASSIFICATION OF 
TUBERCULOSIS with New 
Diagnostic Standards 


HYPNOSIS IN ASTHMA 
by A. P. MAGONET, MD 


(Author of Hypnosis in by MILOSH SEKULICH. MD 
Medicine *) Edited by H. STANLEY BANKS 
96 pages 7s. 6d. net MD. FRCP 

INTO GENERAL PRACTICE: 64 pages Bs. Gd. net 
A Guide for Beginners and ANCIENT THERAPEUTIC 
Others ARTS 
by J. G. THWAITES, MB, BS by WILLIAM BROCKBANK 
224 pages 12s. 6d. net 160 pages. 93 illustrations. 25s. net 


Vew Books 


MODERN BLOOD SUPERANNUATION 
ACTINOTHERAPY TRANSFUSION FOR THE 
by Raymond H. Beckett, B.A by George Discombe, M.D., GENERAL MEDICAL 
, , B.Sc. PRACTITIONER 
An up-to-dat« revicw ot 
A guide to the practice of by Hugh D. Barry 
the Iiteratur oncerning the 
transfusion in hospitals, thi Contains all the general 
therapeutic se of ultra 
book stresses the difficulties practitioner needs to know 
violet and infra-red radiation : 
a4 ; ' and dangers to be avoinlee sbout Superannuation under 
172 pages coloured plates when giving blood trar the National Health Scheme 
18 illustrations fusions ay pages 
October. 17s. 6d. net 64 pages November. 6s. net December. 2s. 6d. net 


WM. HEINEMANN MEDICAL BOOKS LTD., 99 Great Russell Street, W.C.1 
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OXFORD MEDICAL PUBLICATIONS 
JUST PUBLISHED 





PERSONALITY CHANGES FOLLOWING 
FRONTAL LEUCOTOMY 


A CLINICAL AND EXPERIMENTAL STUDY OF THE FUNCTIONS OF THI 
FRONTAL LOBES IN MAN 


hy MACDONALD TOW, PH.D., M.B., B.S., M.R.C.S. 


With a Foreword by 
SIR RUSSELL BRAIN, Bf., D.M., P.R.C.P. 


27% pages 27 illustrations 35s. net 


OXFORD UNIVERSITY PRESS 





























H. K. LEWIS & Co. Ltd. 


BOOKSELLING DEPARTMENT 
Large stock of Textbooks and recent Litera- 
ture in all branches of Medicine and General 
Science. Catalogues on request 


FOREIGN DEPARTMENT 
Books not in stock obtained to order 


STATIONERY DEPARTMENT 
All students’ requisites 


SECOND-HAND DEPARTMENT 
A constantly changing large stock of Books 
on Medicine, Science and Technology 
always available 


LENDING LIBRARY 

Medical and Scientific 

Annual Subscription, Town or Country 
from TWENTY-FIVE SHILLINGS 


Special terms to Students at the London and 
Provincial Medical Schools 


The Library includes all recent and standard 

Books in all branches of Medicine and Science, 

and is particularly useful to Societies, Students 
and Research Workers 





Prospectus post free on request 


H. K. LEWIS & Co. Ltd. 


136 Gower Street, London, W.C.! 
Telephone: EUSton 4282 (7 lines) 











[Pe Officially recognised by the World 
Health Organisation and included in its 
publication “ World Medical Periodicals.”’ 


The 


BRITISH 
JOURNAL 


MEDICAL 
HYPNOTISM 


official organ of the 
British Society of Medical Hypnotists 
INFORMATIVE ARTICLES 
BY WORLD AUTHORITIES 


PUBLISHED QUARTERLY 
Subscription €1.1.0. p.a. post free 





Editor: Dr. S. J. Van Pele 


Orders to 
4 VICTORIA TERRACE, HOVE, SUSSEX 
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A.M.A. NEW & NON aphantnn REMEDIES, |955 


Issued under the Dire on and spervisro ifthe AMA Once aga 

the valuable reference work makes 6 yearly appears * ntains 
monographs on drugs and remedies rrent ve together wit 
essential details of dosage. et 30s. net 


THE PRACTICE OF LOCAL 
ANAESTHESIA (4th Edition) 


Bankoff 


By GEORGE BANKOFF. MI DCh. FREPS. FPS t Provide 
a practical and se survey of the whole field of moder loce 
anaesthesia 25s. net 


Hyman 


HANDBOOK OF DIFFERENTIAL 
DIAGNOSIS 


By HAROLD HYMAN. MI 1600 signs and symptor dexed f« 
quick reference, and thoroughly cross-indexed An excelle retlerence 
book in the rush of surgery hours 55s. net 


Hyman HANDBOOK OF TREATMENT 
By HAROLD HYMAN, *D The logical companion to the above 
Under each entry are given facts about the conditior mmediate are 
continuing care, convalescence 645 net 


PITMAN MEDICAL PUBLISHING CO. LTD. 
45 New Oxford Street, London, W.C./ 
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HENRY KIMPTON’S PUBLICATIONS 


New Book just Ready 
THE PREGNANCY TOXAEMIAS or THE ENCYMONIC ATELOSITESES 
By G. W. THEOBALD, M.A., M.D.(Cambridge), F.R.C.S (Edin) 

FICS, FRCOG., MRCP (Lond) 





With a Chapter on the Adrenal Cortex by john Dawson, 4.8.. Ch.B.. 4 o 
ee xiv « 488 pages 56 trate th Price 636. me 
New Book just Ready 

MEDICAL AND PUBLIC SSEAL TPS LABORATORY METHODS 
essor to Fifth Edition of Labe ory Methods of the Ur 4 States Arr 


Edited by JAMES STEVENS ‘SIMMONS $.8..M o Dr. PH 
and CLEON Jj. GENTZKOW, ™.D., Ph.D 





6m «9 1,191 pages 11S ilustrations and 9 col ed plates Clott Price @ 186. ner 
New Book THE SPINE Just Ready 
By BERNARD S. EPSTEIN, M.D 
Tin = 10 $39 pages Tat i strations on 331 figure Cloth ‘ « 46 ne 
New Book SELF-HELP FOR THE ARTHRITIC just Ready 
A Courses of Home Treatment for the Commoner Type of Arthritis 
By DAVID WHITE, M.C.S P 
With a Foreword by G L. W Bonney. M5 . FRC SAEng 
5 «Viv $5 pages 26 itlustrations Wrappers Price Je. 6d net. (Postage Jd 





HENRY KIMPTON ~- 25 Bloomsbury Way - London, W.C.! 


Medical Book Department of Hirschfeld Brothers Led 
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JUST PUBLISHED 


PAFDIATRICS FOR THE PRACTITIONER 

Edited by WILFRID GAISFORD, M.D., M.Sc., F.R.C.P., and REGINALD 
LIGHTWOOD, M.D., F.R.C.P., D.P.H 
Three volumes and Index volume. Fully illustrated £13 10s. set 

These volumes, well produced and liberally illustrated, should prove of great 
value to general! practitioners in this important and satisfying field of medicine 

The Lancet. (Butterworth.) 

CECIL AND LOEB’S MEDICINE 
New Ninth Edition. By 169 Teacher Specialists. Edited by RUSSELL L. CECII 
and ROBERT F. LOEB 
1,786 pages, with 201 illustrations. (Saunders.) £5 5s. 
AN ATLAS OF REGIONAL DERMATOLOGY 

By G. H. PERCIVAL, M.D., Ph.D., F.R.C.P., D.P.H., and T. DODDS 
F.1.M.L.T., F.LB.P., F.R.PS 








272 pages. 479 illustrations in full colour. (Livingstone.) £5 
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LONDON 


MEDICAL EXHIBITION 


1955 
November 14th to 18th 


Daily from 11 a.m. to 6.30 p.m. (7.30 p.m. Thurs.) 


NEW HALL 
ROYAL HORTICULTURAL SOCIETY 
Greycoat Street, Westminster, S.W.1 


OPENING CEREMONY The official opening ceremony will be performed by Sir Charles 
Dodds, M.V.O., M.D., F.R.C.P., F.R.S., Courtauld Professor of Biochemistry, University of 
London, and will take place at 11.30 a.m., Monday, November 14th 


Exhibits will include the latest developments in ethical medical products, as 
well as a most interesting and wide range of apparatus of a professional nature 
for the Physician and Surgeon. Attendance is confined to members of the 
Medical! Profession. Films of professional interest will be shown each day in 
the Lecture Room on the first floor 

Official personal invitations will be posted to members of the profession 


THE LONDON MEDICAL EXHIBITION, 194.200 Bishopsgate. London, E.C.2 
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ayton founded 


World over 


y and Stepney are 

He has a constellation 

a Cairn named “ Chippice ” 

# teapots brewing « flow of 

tar t all hours His hobby is the 
work he has at heart 





“My Daily Mail by ‘TUBBY’ CLAYTON 


“A MORNING NEWSPAPER, which concentrates suasion. Folk like and trust the Mail, because 





the news in short, sharp sentences, wakes it does not try to make their fiesh creep. It 
and stimulat re work begins. As carly birds does not bambooz! It is not hysterical. It 
envisage carly worms, the early City worker shakes off the Slough of Despond, and docs 
must neither miss his train nor yet his Mail not linger indefinitely in Vanity Fair 





He must have news, brilliantly predigested 

That’s where the Daily Mail first led the way “In short, the Daily Mail is energising, 
when I was young. It has not lost that lead and also wholesome and alert. No child has 
in °55, What’s in the wind, at home and come to harm by reading it. This newspaper 


overseas? The Mail will tell me, swaying #% not without ideals. It has its own proud 
" - ry) , *% 

on a strap. We can find what we want records of achievement It has traced many 
forthwith. troubles to their sources, and most effectively 
increased morale among our race It long 


“ But quick news is not everything. We has proved, and it remains today, a genuine 
look for judgment and integrity. The Editor tribune of the British people, interpreting 


interprets the world scene. Interpreters, like their outlook, establishing their ways, heeding 
priests, must make friends with all sorts and their sorrows, encouraging their hopes. | 
conditions of men before they attempt per- gladly recommend the Daily Mail.” 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR ee } — MENTAL DISORDERS 
President—Tur EARL SPENCER 
Medical Superintendent—THOMAS ‘TENNENT, M.D., F.RLC.P., D.P.H., D.P.M 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from ertifed mental! disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
, and certified gotente of both sexes are received for treatment. Careful clinical, biochemical, bacte rio- 
| and Private rooms with special nurses, male or female, in the Hospital or 

in one of the Saas villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with s cagueste entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the « and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment. is available for suitable cases. It contains 
special Papesemnents Oo or dy nang 4M various methods, including Turkish and Russian baths, the prolonged 
immersion bath. Douche, Electrical baths, Plombiéres treatment, &c. ‘There is an 











Operating Thattre, rp Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and Samana treatment. It also contains Labora boratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic tr 1s ployed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and veg are lied to the Hospital from the farm, gardens, and 
of Park. Occupational therapy isa feature of this branch, and patients are given every facility 

for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUVADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 340 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for — periods. The Hospital has its 
own private bathing house on the seashore. ‘There is trout fishing in the park 

Kr sil the » ee of the ae wy hw I there are cricket que, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds ~ courses, and bowling —, Ladies and gentlemen have 
their own gardens, and facilities are provided for andicrafts, such as ca 

For terms and further pestintese ly to the Medical Superintendent +) = Ne 4354. three lines 
Northampton), whe can be seen in | by appomntment 








ROYAL AUSTRALIAN NAVY 
MEDICAL OFFICERS 


Applications are invited from legally qualified medical practitioners or appointment as Surgeon 
Lieutenants in the Royal Australian Navy. First appointment is for a period of four years with prospect 
of transfer to the Permanent Naval Force or alternatively an extension of Short Service up to a maximum 
of eight years with gratuity payable pro rote 

a yearly | ts On appointment are married officers 1! 694, single officers £1,479 





All money figures quoted are Australian Currency, but payment of the above rates will be made in 
Sterling currency until deparcure from the United Kingdom. First-class "D’ grade passage, including 
wile and family to Australia at government expense. Uniform gratuity of £224 Ss. Od. is paid on entry 

increment of (95 is payable on completion of two years’ service 

A gratuity of (500 will be paid for four years’ service. if a four-year commission is extended, gratuity 
will accrue pro rete 

Medical Officers serve in Royal Australian Navy Hospitals, ships and establishments in Australia or 
abroad 

The Naval Hospitals at Balmoral (New South Wales) and Flinders (Victoria) are recognised as training 
schools for resident Medical Officers 

Generous leave is allowed, and free travel warrants in Australia to visit next of kin are given under 
specified conditions 

Retirement provisions and invaliding benefits are provided by contributions to the Defence Forces 
Retirement Benefits Fund These contributions are refunded if taking discharge (other than on medical 
grounds) at end of Short Service Commission 

Full details may be obtained from the R.A.N. Liaison Officer, Australia House, The Strand, London 

€.2, or from The Secretary, Department of the Navy, Melbourne, $.C.!, Australia 
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SKIN OINTMENT 


<a 
. eS 










’ 


Roussel’s Vehic le : Vanishing cream, water miscible 
| # Non-drying, contains a little soft paraffin 

* Not too greasy 

* Thin cream which spreads extensively and cover 


a wide area, hence economical 


ponecsonosseosnensnenmsns 
| The Crystals: All hydrocortisone crystals are between 


1 and 4 microns and of regular size as seen under 
| 
,’ 
} 
i 











the microscope 





_ 
| The Absor tion } is excellent since the vehick 


* 1S water miscible 
* iS not thick 
* does not contain any “barrier ingredient 


* and the hydrocortisone crystals are very sma 
PACKINGS: Tubes of 5 and 15G. ointment 
| | | | | {i 1", and 2.5",, Hydrocortisone acetate in a 
water miscible polyethylene glycol base 


This preparation is at present available only to hospitals in the Lnited Kingdom 


ROUSSEL LABORATORIES LTD. 
847 Harrow Road, London, N.W.10. Ladbroke 3608 
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Is it going to hurt ? 


There are many wounds of all types which require dressing in such a way that th 
P 1 g 


delicate epithelium receives the minimum of trauma. Most burns and many of th« 
lesser accidents to which children are subject come into this category. In such cases, 


consider the advantages of Jelonet paraffin gauze dressing. This non-adherent dress- 


ing, a Smith & Nephew product, comes to you sterilized for immediate use in your 
surgery. It need exert no more pressure over the damaged part than is absolutely 
necessary; dressing trauma is prevented, and healing can continue undisturbed 


Jelonet dressings are supplied in tins and in separately-packed single pieces, in 
sealed envelopes, for use in the patient’s home 


JELONET 


PARAFFIN GAUZE DRESSING B,P.« 


isa dressing for all wounds—sterile and ready for immediate use 


Jelonet may 


be prescribed on Form E.¢ 
sizes 


10 in the following 
~individual pieces in separate envelopes, in cartons of 12 
and in tins containing 5, 10, and 36 pieces. Each piece 3)" x 3} 
For hospitals and other large users there is a special size tin 
containing a strip 8 yds. long x 3}° wide zig-zag folded. Every 
dressing is sterilised and ready for immediate use 


FULL DETAILS FROM 


SMITH & NEPHEW LTD~ WELWYN GARDEN CITY 
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The Largest Official Retailers exclusively fi 


ROLLS-ROYCE & BENTLEY 











BERKELEY SQ. LONDON, WI 


ee 


Telephone : Mayfair 7444 
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For this “‘Polio Child”’ 
SPENCER PROVED HELPFUL 





Case Abstract— 


Female child, age 6, 
suffered acute polio- 
myelitis two years be- 
fore these photographs 
were taken. Note resi 
dual paralysis of ab 
dominal muscles, left 
dorsal scoliosis and 
marked lordosis. Also 


note correction of pos- 





tural line obtained with 


Before 


Spencer Support. The 
Support has rigid steels 
each side of spine to 


help prevent further 





development of de- 


After 


formity and includes a 

Spencer Abdominal Spring Pad* to serve as a resilient visceral elevator. This 
child will probably need support permanently 
Every Spencer Support—for men, women, children—for abdomen, back, breasts 

is designed to order to meet the prescribed individual needs. Thus, Spencer 
provides safe, comfortable, effective support. *Patented 
For further information and Brochure on Spencer Supports write to 

SPENCER (BANBURY) LTD. 
Consulting Manufacturers of 


Surgical and Orthopaedic Supports 
SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices: 


LONDON: 2 South Audiey Sereet, W.! Tel.: GROsvenor 4292 
MANCHESTER: 360 King Street, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Screet, | Tel.; ROYal 402! 
LEEDS: Victoria Buildings, Park Cross Sereet,! Tel.: Leeds 3/3082 
(opposite Town Hall steps) 

BRISTOL: 44a Queens Road, 8 Tel.: Bristol 2480! 
GLASGOW: 86 Sc. Vincent Street, C.2 Tel.; CENeral 3232 
EDINBURGH. 30a George Sereet, 2 Tel.;: CALedonian 6/62 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Recailer-Ficters resident throughout the Kingdom. Name and address of nearest Fitter supplied 
Copyright en request 
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Thromboral 


A treatment for 





Hemorrhagic ulcers 
occurring in the 


alimentary canal 





MBOR { tl 
ol of t 4 ation f pept 
ind du ng from rupt ! 
phagea " it al ulcer an 
‘ of epiga it ng gn 
mai ha 
THR ABO! i HROM 
mas { inta is har tat 
al t of | y } t t 
ft pH b a Natura 
phy i rsa 
te { 
HROMI [ 
my for 4 
Mimi 24 
ri 


, na 
th ag ry 
ondition : | pat ry 
fh on ae a MAW’S Ethical Products also include 
ion rat 
NAPHTHIONIN A « ta { general action for 
acd stra t ¢ parenteral route ; used pre-operative! 
ag | hamophilac bleeding for 
1} Maw the hamuostat f chonwe 


THROMBIN (MAW) A hemostatic for topical use 


alpr mediate arre f haernorrhage 





THROMBOPLASTIN (MAW) lor reagent ¢ in the 
fet a t | thromt ume im ant gulant 


REAZIDE (Cyanacetic Acid Hydraszide) A new 
hydrazide for specif ' ‘ 


e all form f tuber 
par al ' ase ai trials in progre 
HEMATRIX A ntment for the treatment of hamorr 
t j [ : i pant fi mator rurit 
aml ev vena , le t the ’ ine afeal reg “ 
Prescribabl bf 







/ i Further information available on request fr wm Dept P 


Maw’s, ETHICAL PRODUCTS 


' | S Maw Son and Sons Limited Barnet England 
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‘Edrisal’ 


THE DUAL-ACTION ANALGESIC 


is an unsportsmanlike preparation that combats 

pain in a thoroughly unscrupulous manner. While 
seeming to play fair by presenting a front of 

reputable analgesics, aspirin and phenacetin 

* Edrisal ‘kicks the feet from under pain with the 
antidepressant * Benzedrine’ 

*Edrisal’ is of particular value in *‘ rheumatic’ pains, which 
frequently have their origin in emotional disturbances 


:) 


The dose is 2 tablets every 3 hours (more than 6 to 8 


will not normally be required in one day.) 


Se eS a >> Each * Edrisal’ Tablet contain 
Amphetamine Benzedrine ulphate 5S me 
Acetylsalicylic acid 160 me 
Phenacetin - 160 me 


For twoNH ee latest M 4 st July ; 


SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by 
Menley & James, Limited, Coldharbour Lane, London, S.E.5 Tel: BRixton 785! 


esros Benzedrine’ and’ Edrisal’ are registered trade 
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ACUTE OTITIS MEDIA 





i 
4 al i 
Inf 7 " ? r ) 
; 
° ’ 
4 F . RA 
| r N ted j ; I j 
" 
and pre ribed alleviates pain, available and a T* 
reduces the incidence of compli mation Se ice is alwa at 
catior promot lrainage and lisposa!l 


\ 
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SENGER } 
BENGER LABORATORIES LIMITED - HOLME HAPEL - CHESHIRE 
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NTRAVENOL THERAPY may often as glucose, 
be difficult owing to the inaccessibility can be given quickly and 
of 


a8 of by this method. ‘H 
is administra 


uitable veins or 


the child 


paints 
the restlessne 


yalase’ ms 
Subcutane injected into the ite, 
tion must be undertaker through the tubing of the 
A CLEAR CASE F 


R ‘HYALASE’ at the commencement of infusi 
aluronidase FULLY DESCRIPTIVE I 
*Hyalase’ enhances the spread and 


enzyme hy 


ITERAT 
‘ 
absorption f 


ontaining new and interesting 
Oo} 


fluids given by the 


for ‘Hyalase’, is 


available an 
subcutaneous route 


Large 


| yg’ Technical Information Servi 
volumes of solutions, such 


is always at y 


A clear case for HYALASE 


- CHESHIRE 
6 


BSENGER } 
BENGER LABORATORIES LIMITED - HOLMES CHAPEL DUCT 


PR 
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An easier way of 


removing EAR WAX 








og 408. 8OR® EAR DROPS 


TAMPAX LIMITED 


1] Depar ‘ I 


PACKS 
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Whenever the diet is faulty, 











the appetite poor, 
or the loss of food is 
excessive 


through 
vomiting 
or 


diarrhoea 


& 
R 
Sk 
I Se 


x 


















Valentine’s 
MEAT JUICE 


A Pure Concentrated 
Extract of Beef 


Stimulates the appetite 
increases the flow of 
digestive juices, 

provides protective 
quantities of potassium, 
in a palatable and readily 
assimilated form. 


Debilitaung * 
gastrointegunal .- 


sit ii 


eee 
++\ | 






conditions 





VALENTINE Company Inc. 


RICHMOND 9, VIRGINIA, U.S.A. 


Dosage is | teaspoonful two or three t mes daily 








it is true that no other cheese is like 
St. Ivel, not only is this because no other 
cheese has the delicious cheddar flavour 
and creamy texture, but also because it 
is the only cheese containing Lactobacilli 
in active form. 

The reason for this is that instead of 
using an ordinary cheese starter of lactic 
strepto-cocci, a culture of specially 
selected strains of Lactobacilli is used 
The cultures are maintained by pro- 
fessional bacteriologists with specialised 
knowledge of bacterial selection and 
genetics, 

Great importance is attached to this 
aspect and to the nutritional require- 
ments of the Lactobacilli so as to main- 
tain the activity of the culture in the 
cheese after manufacture, and to ensure 
maximum therapeutic value. 


Special hospital packs available. 


Communications should be 
addressed to The Director, 
Central Laboratory, 

Aplin & Barrett 

Lted., Yeovil, 
Somerset. 


FRESH UP FROM SOMERSET 
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: PAINES & BYRNE LTD, PABYRN LABORATORIES, GREENFORD, MIDDX. 


(BUPA BPUUDD BDV DA DPUQUODU BUBB DP AWAQA DAA Ow" Wt 


2 Where application of Maintained Dry ( 






) Heat is necessary... .-/ \4 


ERMOPAC 


MAY BE INDICATED “| 


Zermopac is a medicated pad that, with the additior . 


of two teaspoonfuls of water generates its own heat 









Within a short time it attains a temperature of 110 F and then a maximum 
of 160 F and remains between these temperatures for several hours 
“% We will gladly send you a sample pad on receipt of your card 
RHEUMA SPA (ZERMO) LTD. 42 UPPER RICHMOND ROAD, EAST SHEEN, LONDON, 8.W.14 
Tet: PROspect 7155 


’ 
BPUPUPYVPV. APAVCPUPVPV PV PVPWVPYPV OV 


te ee a a te ee 
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Solution 10 EYE PROBLEMS... 


Favourable clinical results have followed the use 
of Chloromycetin in many eye infections including epidemic 
follicular, catarrhal, and inclusion forms of 
conjunctivitis, and epidemic kerato conjunctivitis. 
In such conditions a solution prepared from Chloromycetin 
Ophthalmic forms an effective and non-irritating 
local application while for more prolonged action 
Chioromycetin Ophthalmic Ointment 1° is available. 
OPHTHALMIC 25mg. buffered 


dry Chioromycetin for prepara- 
tion of solutions up co 0S per cent 


’ 
Chlorom cetin in vials of 1 5c with dropper 
OPHTHALMIC OINTMENT 
| per cent Chioromycetin in a 
suntable petrolatum base 
In applicator tubes of joz 


= Parke, Davis « company ire. (inc. USA) HOUNSLOW, MIDOX. Tel. Hounslow 236! 
530 
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Reliability 

Since the intreduction by Wyeth of that most outstanding of all anti- 
biotic preparations, PPENIDURAL Bengathine Penicillin, the Oral 
Suspension, and later the Tablet form, bawe carned for themselves a 
reputation for reliability and effectiveness that will long rémain 
unsurpassed. 

One major outcome)\of ithe development of Benzathine Penicillin by 
Wyeth in their U.$.A; Research Institute, has been to abolish from the 
minds of many sick and weakly children, that nightmarish dread so often 
seen at the knowledge of impending injections. We, of Wyeth, consider 
this alone all the justification needed . 
for PENIDURAL Oral Suspension 
and Tablets. ‘Tt : 
Penidura| 
Supplied in bottles of 60 ¢4. containing 
300,000 units of pénicillim im each 5 c2. 
dose of liquid (one large | 
Tablets in bottles of 20 tanb containing 
200,000 wmts of Bemzathime Penicillin per 


babler. 


Jobn Wyesh & Brother Limited Clifton Hons, Euston Read, London, N. Wa 








THE PRACTITION 








the “Welw diabetic | 


we 


a. 


To-day, the new diabetic has many facilities to 

enable him to lead and enjoy a normal 

life. The introduction of 1.Z.S. (Insulin Zinc Suspension) 
A.B. has greatly simplified the treatment of 

the majority of cases, one injection being sufficient 
control the blood-sugar level for 24 hours. 


1.Z.S. offers the following advantages over other prolonged 
action insulin prepartions :— 


1. No protein or peptide material present 
other than insulin itself. 


Rapid onset with prolonged action 


It meets the needs of a higher percentage 
ol diabetics. 


1.Z.S. (Insulin Zinc Suspension) A.B. is supplied 
of 10 c.c. containing 40 or 80 uniis per c.c. 


insulin 
inc 
_ Suspension 


f wud Manufsaciurer 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON, E.2 a LONDON, W.1 








In menopausal disquietude ... 


Herttal 


TABLETS 


combat nervous 

and endocrine symptoms 
simultaneously 

@ Ve 

a 

eet 


eo 


Ortho Pharmaceutical Limited 
High Wycombe England 
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Introducing 





Reliable ORAL Penicillin 
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* * IN ‘DISTAQUAINE’ V TABLETS®, DC(B)L introduce a new 


id-stable form of penicillin which, for the first time, puts oral 


a 


penicillin therapy on a firm basis comparable with parentera 


administration. 
Unaffected by the gastric acid of the individual patient, the 


| 
is 


new preparation produces consistent and reliable blood leve 
herapy 


and thus extends significantly the use of oral penicillin t 


to a large number of serious infections 
* Phenoxymethylpenicillin 


“‘DISTAQUAINE’ V TABLETS offer the following advantages « 
oral penicillin preparations 
UNAFFECTED BY GASTRIC ACIDITY 


CONSISTENT AND PROLONGED BLOOD LEVELS BETTER ABSORBED 





60 mg. tablets (Bottles of 30) 


giadi 


DISTILLERS COMPANY Biochemi 


DEVONSHIRE H SE. PIt 
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the MOEl! 


SIVOLMOACYUME 


BUSCOPAN 


FOR ORAL AND PARENTERAL THERAPY 


ampoules of 0.02 Gm. « tablets of 0.01 Gm 
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‘Pulvules’ 
*‘SECONAL SODIUM’ 


rat 


*Pulvules’ 
. DIUM AMYTAL’ 


Sodium Amylobar r 


‘Pulvules’ 
*‘TUINAL’ 


preletitiog Amy 


Quick onset 


ig grs. and 


Tablets 

‘AMYTAL’ 

brand Amylobarbitone 

Medium onset — moderately long duration. 





EL! LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 























The 


eerateletel cg ogg gy aig 
been irgely lost t medic 


a oe 
unpalatable 


treatment 
of 


constipation 


INDICATIONS — Constipar - Deeentietd: as 
nditior lit {PERIGRAN off 
{PERIGRAN pr 


5 we 


APERIGRAN Categor) 4 m 

jree I ' n | I L.10, 

BASIC W.H.S. COST of the 44-07. bottle is 2/6d 
5-Ib. tins costing 30/- are available 

Clir 


APERIGRAN 


r 


FLETCHER, FLETCHER & CO.,LTD., LONDON, N.7 


Manufacturing Che ‘ 
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Institute guarantees 
these superb, full-sized 


a 


CASES 


Craftsman-built: finest selec- 
ted fully-seasoned oak. 
Adjustable in most 
models. 

Available in three shades, 
superbly french polished. 
Fully guaranteed—money back 
if you are not more than 
delighted. 


shelves 





is an opportunity too good to miss — 
superb solid oak glass-fronted bookcase +, 
and craftsman-built—at 


Only 


Spec tally de signed 
norma! 


and 


a fraction of the prices 


planned production direct marketing 
make this offer possible. Endorsed by the 
famous Good Housekeeping Institute, these 
bookcases are doubly guaranteed. The fine 


Regent Bookcase range includes 


; 

FROM AS LITTLE AS 16 - DOWN 
The WARWICK clopaedia) 284° high « 
; wide. Two shelv or 236/- down and 
8 monthly payment 

The BALMORAL for ncyclopedia) 28 
x 96° wide £9.2.64. or yee. and & at £1.0.64 
REGENT UNIT BOOKCASES single shelf Valuable 
links” in your bookcase arrangements. 14/ 

30” wide. 84.12.66. or 16/- down and 6 at 

Also 36" wide £5.5.046. or 18/6 down and 6 at 15/34. 
The KENILWORTH 353° high «x 30° wide. 3 shelves 
and flush top. £8.5.64. or 28/- down and 8 at 18/34. 
REGENT CORNER CABINET for use in combinanon 
with your bookcases) 33)" high. 2 compartments 
611.15.0¢6. or 37/- down and ro at 81.104. 
The WINDSOR ‘four shelves) 96° high « 
£8.19.646. or 28/64. down and & at 28/-. 


See them for 


Regent Strest Display Centre, 184 Regent St. London, W 1 


high 


36° wide 


yoursel! at the 





a 


ideal for your 
consulting room 

the handsome bureau 
ARUNDEL £12.17.6 


ffers full 
books and important 
and for your 
down and tt 
high 17306 OUWhde 
depth g 


writing facluecs and ample 
documents ts 
home lbrary 
monthiy payments of 


. len 2 . 
Desk flap 21° decy 


ons une room Only 
£12.17.64. or 38/- 
21/34. it is 49 


when open. Self 


Read these spontaneous tributes 
A pa fect 
pretme workmanslup as your 


two bookcases are all example of su 
advertisemen and 
yur laims them to be 
so fine a job at such : N 
reasonable pric Place 
Mr. Harry in a” ; Your advertisements d 
Vu Batley ’ ‘ not do it justice Your 
“A good buy product is solid and snadul 
sauished with it terated oak, with the resul 
is well below any compar that when you get a 
able bookcase you'll keep him 
Mr. D. FP. Ridler John Gerwyn Jone 3 Bryer 
Street, Bristol, 4 haul Street, Carmarthen 


Fully illustrated 
FREE! Ko chewing com 
details 


brochure advertises 
WwW. Hyat 22 Sudeley 
Brighton 


ustomer 


73 Gernet 


— 


plete range and all Cret 


yours by sending coupon today ) 
1 stamped unscaled ( 
i ype to Soe aan BOOKCASE 


P.1. 189 Regent Street COMPANY Lv 
s 
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Canned strained foods solve 


a mother’s problem 


It is an everyday matter for you to recom- 
mend early mixed feeding for baby, but 
mothers often find it difficult to obtain and 
prepare suitable fresh foods. Heinz Strained 
Foods will solve the problem. 

Heinz are able to buy fruits and vegetables 
direct from farms—not always possible for 
town-dwelling mothers. And the Heinz cook- 
ing and straining equipment conserves the 
maximum amount of goodness in the foods. 

Another point—there are 19 varieties of 
Heinz Strained Foods. These not only have 
the advantage of getting the baby’s palate 
accustomed to different flavours—they also 
make it possible to provide a balanced, 
varied diet at all seasons of the year. 

For a FREE booklet which gives the exact 
nutrient values of all 19 varieties of Heinz 
Strained Foods, please write to Dept. 7Q, 
H. J. Heinz Company Ltd., London, N.W.10 


"HEI NZ Strained Foods 


SOUPS MEAT BROTHS VEGETABLES SWEETS CEREAL 








—_s This is one 
A of my 


—* Sa, favourite 


sleep sweeter 


Bourn-vita 


Made by Cadburys 











oa should 


bank with the 


Westminster 


Hie « 





Westminster Bank Limited AAPM 
Head Office: 41 Lothbury 
London, E.C.2 
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RHEUMATISM,) “yy, 
and kindred ailments. “laf 


Harrogate, the largest Spa in Great Britain, 
is actively engaged in providing all types 
of physical treatment in connection with 
the rheumatic diseases ond all types of 
physical rehabilitation. Extensive altera- 
tions have token place, including 
equipment of the establishment with DEEP 
POOL THERAPY, medical gymnastic facili- 
ties and occupational therapy. 


HARROGATE SPA 


Treats both privete patients under its ? 
All-inclusive Treatment Scheme, and Why iS 
National Health patients. 


Medical enquiries as to cost, and how free 
treatment under the National Health Service 
can be obtained, will be welcomed by— 
C. ROBERTS, MANAGER ~- SECTION 3 the FAVOURITE 


The Reyal Baths 
HARROGATE 





crispbread ? 














After consistently paying 3} 
we now advance to 


- sy 
TAX Because it is 
5) FREE so 
INTEREST palatable 


Equal to 64° gross ‘get etait | 
ne 





Over a great period of time all Investors a THIS 1S THE ANALYSIS { 
have enjoyed ABSOLUTE SECURITY, Appotutms i 
DAY to DAY INTEREST, IMMEDIATE See D cartonyarate i 
WITHDRAWAL FACILITIES, and incur Manujacturera | ae . 
no costs or charges whatever in cither * | 4 } 
making or withdrawing their investments pou wenidiihe Vat ws i 
New Investments can now be accepted on 4 spe te of ! — 4 ; v3 | 
from £50 to £4,000 MACVIT A, free Fibre re 
( charge, please l I 
Write for free brochure ‘ Safe Investments,’ Dept. 26 send “7 o- j Muastare | 
ome & Caloric Value per 100 grme 470 
THE LION BUILDING SOCIETY sv. sane RA eee atte ot 


CHISLEHURST, Kent. Phone: IMPerial 2233/4/5 . irie 4 pmice LTD- EDINBURGH - LONDON - MANCHESTER 
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Save time on urine tests with 


CLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 


for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed *Clinitest" Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest" Reagent Tablets have produced 
*Acetest” Reagent Tablets for the detection 
of Ketonuria. With * Clinitest ' and ‘Acetest ’ 
Reagent Tablets, reliable routine sugar and 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10 

Basic Drug Tariff Prices: Set 6/8 complete 
Refill bottles of 36 tablets 2/4 


HOSPITAL EQUIPMENT 
An invaluable time-saver in wards 
and climics. Write for details and 
hospital prices 


acetone tests can be carried out simultane 
ously in one minute! 


eee ee ee ee 


The advantages of 


ACETEST 


Reagent Tablets 


Quick and reliable, a single 
the reagents to perfor a test. Low cost 
permits this tablet test to be u 
procedure of as a routine for diabeuc pater 
No danger of false positives witt 
No caustic reagen(s 


TO PERFORM A TEST 


0 Put 1 drop of urine on tablet 

2 Take reading at 0 se: onds 
Compare tablet to colour 
chart provided. 

3 Record results as negative, 
trace, moderate or strongly 
pomtive. 

Supplied in bottles f 1008 
tablets with ¢ , le 


sbiet provides all 


seu a5 a KCTOENINg 


10OTrmMal urine 


* Acetest Reagent Tablets 
diagnostic nitropru 

are also available r 
N.HS or Forn E.C.10 
Basic Drug Tariff price 3/10 
per boul of 100 tablet 


(with colour scale) 


REFERENCES 
(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/804 
(1954) ‘Medicine Iiustrated’, 
May, p. 289 
(1954) ‘Practical Clinical Biochemistry’. 
Heinemann, p. 74 


(1954) “Clinical Tests for Ketonuria , 
‘Lancet’, July 10th, p. 95 
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AMES COMPANY «.onvon) LTD. 


Sole Distributors for the United Kingdom and Eire 


DON S. MOMAND LTD. 
58 ALBANY STREET ® 


LONDON, NW! 
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INTRAMUSCULAR IRON 





Widospnood, Aceeptamer.... 


“The Lron given parenterally was absorbed IMFERON (8 THE FIRST 
from the intramuscular site and utilised.’"' EFFECTIVE (RON PREPARATION 
FOR INTRAMUSCULAR INJECTION 





“Utilisation for semoglobin production 
. 1 . response o 
was extrem good."? 
. j t 4 : “A 
In every patient a satisfactory rise in the . an apes — _ 
n . r 
haer globir place 3 
M " he patient wi 
“ all the pat n the series develor s re t t ant of, oral iror 
ed a vigorous ser we being whict ur hen a rapid response is required, as 1 
r r fr 7 
contrasted ver with their pre a A pregnancy 
vious chror health." TECHHIQUE 
“It wa : 1 juring this study that 
From the r t series it appears that the «i ay are f the per ne ng the 
this new iron-d trar mplex is a notable inje-* ”“ much t minimise loca 
advance ir eatl { the tron . nfort and air 
de er t 4 ® ant that omy 
fa 3 attend for 
i A « “4 ; .M ‘ a3 ne ' 
2 BM 4. LAN “ : LANCET m4 4 
-—_ : ; » «a ee "e 
PULL IOS : enat . noluding dosage Ca ator on request 


A Teohnica! Information Service is at your di sposa 
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Is areadiiya 


Frequent! 


ant of the 


LEAR < : R's Ft 
Benger’s is a wheaten flour 
he natural 
and (ryt 
two vital 
wheaten flour. When hot 
to Benger’s, the 
work—converting Benger’'s wheaten 
base into nourishing food and modi- 
fying the milk so that it does not 


form tough, indigestible curds in the 


digest 


containing 
enzymes ar 
digest’ 


foods — mill: 


Milk is 


BENGER LABORATORIES LIMITED 


sin. These “pre- 
and 

added 

enzymes start to 


HOLMES CHAPEL 


preparation 


ive 


both milk and Benger’s Food, show how 
Benger’s prevents the formati 


FULLY DESCRIPTIVE LITERATURE, 
+-- including a specially-prepared In- 
valid Diet Recipe Book, is available; 
and a Technica! Information Service 
is always at your disposal. 


CHESHIRE 
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1§ years of clinical opinion 


supports the use of vaginal tampons 





an 


applicator ? 


tion of the applic ator in inserting the tampon at the 


f the vaginal tract is of the greatest imp: 
iny handling of the highly-compr 
und ensures comfort and steady absorption 
t position of the int rnal tampon avoids conta 


unal and urethral sources of contamination 


: 
simply and hygienically inserted in 
means of a disposable 


tube, only 4.” diameter The applicator is an 


irt of tamponage and 


ent in menstruai five 


TAMPAX 
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For irritating or 
unproductive cough... 


Syrup Pholicodine ax! 


(DUNCAN) 


Syrup Phoicodine (Duncan) — a palatable syrup con- 
taining 8 mg. phoicodine per teaspoonful is 
particularly effective against coughs due to irritation 
of the upper respiratory tract, pleuropulmonary reflex 
coughs and nervous coughs 


Syrup Phoicodine (Duncan) is advantageous 

in being pleasantly palatable, of greater depressant 
action than codeine with much less toxicity, and 
especially in causing no gastric disturbance and in 
giving no constipation or intestinal constriction 


Available in bottles of 4, 16 and 90 fi. oz 
Further details gladly on request 


DUNCAN. FLOCKHART «CO. LTD, 


104-8 Holyrood Road, Edinburgh, 8 155-7 Farringdon Road, London, E.C.! 








he naturally I prescribed Lestrefter 


LESTREFLEX DIACHYLON 
ELASTIC BANDAGE 

For the Ambulatory Treatment 

of Ulceration of the leg. 


The plaster is innocuous to new!» 
formed carve cells and leucocytes 
and may be used of sensitive 
patients without risk of plaster 
sdrosyncrasy Lestrefiex may 
also be used in afl cases where 
an occlusive and undisturbed 
type of dressing @ indicated 
as well as for joimt injuries 
fractures and lesions of the 
feec 
Lestrefiex « also supplied 
with strip ventilstion 
whech assures aeration 
to the wound 
in 3 yd. rolls Jin. wide 

Available on E.C.10 


DALMAS WATERPROOF 
FIRST AID ORESSINGS 


The Daimas Special Doctor's Cabinet 
contains 180 first-aid dressings i 
seven sizes and shapes with a spoo! 


of Dalmas strapping 


DALMAS LIMITED, LEICESTER & LONDON . Esteblished 1823 
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*‘LIVOX’ CAPSULES 


oh For the treatment of Anaemias, Nutritional 
Deficiencies, General Debility 










WOW LIVER EXTRACT CONCENTRATE 
FERROUS 
GLUCONATE COPPER SULPHATE 
MANGANESE SULPHATE 
vITAMEN 8, 


VITAMIN 8, 





OXO LTO (Medica! Oept) THAMES HOUSE, LONDOR, ECe TELEPHONE: CENTRAL O78! 


THE MARCONI EIGHT-CHANNEL 
ELECTRO-ENCEPHALOGRAPH 


The new 8&-channe! E.E.G. « functionally 


designed to provide every possible facility 
The ong, low, desk-type instrument allows 
the seated operator a clear view of Dot 


patient and record, over three feet of the 
paper Deng visidic at One tence 


Refinements include a master attenuator 


in addition to individual channe! attenu 

ators, and ar uminated ciectrode- paitern 

—— ator. Both the 10 20 and t he Nat Ona! 
spita!l clectrode systems are available 


Mamany 


7 





‘MARCONI INSTRUMENTS 





‘sts 1" 
Oy othe rmy —  GeewoGasuphategreste 3 4 
Therapeutic ond 10 ogrosuc X-Rays 
MARCONI! INSTRUMENTS LTO’ ST. ALBANS HERTS © Phone: St. Albans 61609 
30 Albion Street. Kington-upon-Hull. Phone Pull Central 16144. 19 The Parade, Leamington Spa. Phone < 
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ee pep” the treatment of 
KF Infantile Eczem 
“Fo9”—available in capsul 
liquid and ointment forms—is a 
concentrate of the active isomers 
of Linoleic and Linolenic acids, of 
the highest achievable purity and 
standardized biological activity 
It is indicated in skin disorders 
due to essential fatty acid defi 
ciency of dietetic or “ absorption” 
origin, i.e., chronic furunculosis, 


eczemas of various types, in 
cluding infantile eczema, and iz 








some cases, of acne. “ Fo9”’ is als 

excellent in the healing of all 

wounds free from serious in 

. fection — particularly leg ulcers 

aia he Bhi. Sufficient success has also been 

Case of RR. Photograph taken Photograph taken after eleven reported to warrant its use—as 
before weatment with © Fo9". weeks treatment with “F99” an unsaturated substance—in the 


Diagnons, very severe Infantile liquid and ointment 
Eczema treatment of psoriasis 


Literature on request. 
INTERNATIONAL LABORATORIES LTD. pep: P33, 205 HOOK ROAD, CHESSINGTON, SURREY 








Safe soothing 
HALABAR 


mild re lasing sedative 
NOT LIMITED TO DEPRESSION OF CEREBRAL CORTEX 
HALABAR acts on both Aigher and lower levels of the 
c.n.s. to reduce both mental and physical tensions. Patients 
are more completely and safely relaxed with a smaller 
degree of sedation 
Indications include : 
Nervousness Anxiety or tension 
Hypertension Menopausal irritability 
Premenstrual tension Selected depressive states 
Psychoneurosis Insomnia 
HALABAR is available as yellow, scored tablets each con 
taining 16 mg. butobarbitone and 300 mg. mephenesin in 
bottles of 100 tablets. Prescribable on N.H.S. Form E.C 10 
supplies for clinical trials gladly arranged 
Literature and samples on request 
G. W. CARNRICK CO. 
Distributors: Brooks and Warburton Ltd. 


MORDEN ROAD, MITCHAM, SURREY. 
Telephone: MiTcham 3466 
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PI NIDURAI LONG-ACTING INJECTION 


Myeh han Wyeth and Brother Limited, Clifton 











Lester 


te ELASTIC BANDAGE 


CTS LTD CARN BREA REDRI TH CORNWALL 
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NERVOUS DYSPEPSIA 
... relief without side-effects 


The nervous dyspeptic may well believe 





himself beset with devils—but they can now 
be safely exorcised; for ‘Merbentyl, relieves 
nervous dyspepsia without the side-effe ts usually 
aisxiated with anticholinergic therapy 


Consequently it is the remedy of choice in 


functional bowel upset and effectively allays 





painful spasm in organic disease. 





——— 
Mertentyt’ Tablets contain 10 mg 
iat MER BEN TY Le 
hydrochloride In bottles of 50 250 
, Bn: - an epee Distributed in the United Kingdom and Eire by 
RIEZER LABORATORIES LTD., LOUGHBOROUGH. LEICcs 
For Wm Merrel] Compar 


“a 





A NEW ORAL CHEMOTHERAPEUTIC 
FOR TUBERCULOSIS 


A new chemical compound 

formed by the combination of 

INAH and PAS in molecular 
proportions 


ane 
Dipasic 
P LITERATURE ON THERAPY 


Tablets of 100 mg. of Isonicotinic AND DOSAGE ON REQUEST 
acid hydrazide - p - aminosalicylate 


sm) BENGUE & CO. LTD. 


MANUFACTURING CHEMISTS 
BENGUE & COMPANY LTD. MAKE “ DIPasik 


AVAILABLE IN THE UNITED KINGDOM BY MOUNT PLEASANT, ALPERTON 
uN — WEMBLEY, MIDDLESEX 
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A Useful Addition to the 
Diet of Young Children 


A good supply of the B, vitamins is known to be essential 
for the health of young children. Unless care is taken to 
ensure an adequate intake of these vitamins, there may be a 
shortage in the diet. At many child welfare centres, therefore, 
it is recommended that Marmite should be given regularly as 
an additional source of these factors. 


Marmite is a yeast extract which provides riboflavin and 
nicotinic acid, the most important members of the vitamin 
B, complex; it also provides other members of this group 
whose significance in human nutrition is not fully understood 
Children seem to take readily to Marmite, which is particularly 
popular with them as a sandwich spread. 


MARMITE yeast extract 


Litercture on request 
Obdtainable from Chemists and Grocers 
Specie! terme for packs for hospitals, welfare centres and schools 
MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 


90d be, Dressings 


DALMAS TULLE GRAS DRESSINGS. 


PETRONET 

Paraffin Gauge Dressing 8.P.C 
SULPHONET 

impregnated with § sulpha 
thiazole sterile non adheren: 
dressing for rapid healing and 
painiess removal. Packed in 
convenient 3]° squares singly 
or in bowes Prescribable on 
EC. tt forms Or a & con 
CNuous Strip 
VRO-SULPHONET 

A strip dressing 0° =« 5S yee 
impregnated with . woo! 
aicohol emulsion § contamning 
5”. sulphethiezole and 2 
urethane bacteriostatic and 
anal ges: destroys offensive 
wound odours and an ideal 
burn dressing 


DALMAS Me 


DALMAS LIMITED, LEICESTER & LONDON Established 1823 


PHS 402 
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‘lODEX’ 


‘for the relief of pain and swelling 


Menley & James, Limited, Coldharbour Lane, London, S.E.5 
Tel: BRixton 785! 
Sex S @ registered trade mork xP35 

















PFIZER 
NOTES 













in more t, 
infections... game ; 











for nasal 
decongestion 


a new and 
unique formula 


+ 


Hyzanot 


ae 


Look to Tyzanol for nasal decongestion. Provides 
nasal patency in minutes for HOURS without 
taste or odour, sting or rebound congestion. 


Tyzanol 


Tyzanol 


WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 


AR’ i , AP NF 





Hi 
a 


To fight infection, 


to fortify body defences 


Clinical advantages of treatment with 
TETRACYN S.F. 

resistance to infection is increased 

susceptibility to infection is decreased 

tissue repair is facilitated 


recovery is hastened 
convalescence is shortened and complications are averted 


TETRACYN S.F. capsules provide in 
addition to the average daily adult dose of each antibiotic 


(1-O G.) the specific therapeutic dosage of water 
soluble vitamins as well as vitamin K: 
ASCORBIC ACID 300 mg. * THIAMINE MONONITRATE 10 meg. 


RIBOFLAVINE 10 mg. - NICOTINAMIDE 100 mg. * MENAPHTHONE 2 mg. 


(vitamin K analogue) 


GE> WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 


PFIZER LTD - FOLKESTONE ~- KENT - TEL? FOLKESTONE 5!77! 


* Trade Mark Chas. Pfizer & Co Inc. 
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THIN END 
OF THE WEDGE 
FOR FLAT FEET! 





The largest single cause of foot is practically indistinguishable in 
trouble in childhood—pronation wear from any of the first-class 
—could easily become the least. shoes made for normal young 
*‘Immeraze’ shoes provide the feet by Start-rite. 

complete answer: they apply the 

wedge principle at its most sensible, 

bualt into the shoe itself. This, 

together with the buttressed heel, INNERAZE Shoes by 
gives a corrective support that lasts : 

the life of the shoe, unaffected by 


= — = 
vA a “= 
wear or repair. And because the / »\ 
wedge cannot be seen ‘ Inneraze’ \" 2 
For dhlustrated | t and the names and v 
addresses of mppliers, please write ae 


Lay ese, See —~ — 
Londen. W.1. Supplied only against medical prescription 


Hanover Square, 





Treatment of the Streptococcal Throat 


* PONDETS’ Penicillin are a new and ingenious vehicle 
for local oral penicillin therapy that combine the striking 
advantages of extreme palatability with prolonged action. 
Each ‘ Pondet’ contains 5,000 international units of crystal- 
line potassium penicillin-G in a delicious, hard, fruit, toffee- 
like base that completely masks the bitter taste of penicillin. *. 
Because of the nature of their hard base, ‘ Pondets’ dissolve ~ 
slowly and uniformly, supplying an uninterrupted high 
concentration of penicillin to infected areas of the oro- 
pharyngeal mucosa. 

INDICATED in minor superficial oral infections due to 

penicillin-sensitive organisms ranging from the * Streptococcal 

Throat’ to the less common Vincent's infection and recom- 

mended for routine prophylactic use following Tonsillectomy 
Individually wrapped in bottles of 20. 


Children accept ‘Pondets’ as readily as a sweet, and they are particularly 
useful m contro!ling throat infections in juveaile communities. 


*‘Pondets’ PENICILLIN TROCHES (Wyck) 


Trade Mark 


JOHN WYETH & BROTHER, LTD.. CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.! 
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TAMPOVAGAN | PRUVAGOL 


} (Puchsonium compound) 


Pessarites Pessaries and Cream 
VAGINITIS THERAPY 
@® TRICHOMONAS VAGINALIS @ NON-SPECIFIC CERVICITIS 
(P.S.S Penicillin, Sulphanilamide 
and Sulphathiazole) @ VAGINAL THRUSH 


@ PRE- AND POST-OPERATIVE 
PROPHYLAXIS 
(Penicillin 100,000 i.u.) @ PRURITUS VULVAE 
@ MENOPAUSAL VULVAL ATRO- 
PHIC STATES 
(Stilboestrol and Lactic Acid) 
@ SENILE VAGINITIS 


@ MONILIA INFECTIONS 


References B.AJ., 1951, 2, 118 

(Stilboestrol and Sulphathiazole)* BMJ. 1952 2.813 
*Reference: Practitioner (1950), 165, 144-145 Medicine Illustrated, 1955 
Packings: Pessaries in containers of 12, 30 9, (1), 21 

and 100 Packings : Pessaries in containers of 12, 50 
Other varieties include: Penicillin 5,000 iu and 100 

Ichthyol 5°, and 10 Lactic Acid 5%, Chole- Cream in tubes of |-oz. with applicators, and 

val | Stilboestrol 0.5 mg Hospita! Packs. 


TAMPOVAGAN and PRUVAGOL may be prescribed on Form E.C.10 
Literature and samples available on request to Medical Information Department 


Camden Chemical Company Ltd.,61 Gray’s Inn Rd., London W.C1 


. . WESTDENE PRODUCTS (PTY.) LTD 
Sole Agents in South Africa: 32-24 Exsanby House, Jeppe Street. Johannesburg 


ss 

















Syup Lertussis 


clinically demonstrates to the full the antispasmodic and sedative 
values of VALERIAN when, in combination with suitable expectorants 
it is used in the management of the 


paroxysm of whooping cough | 


The patient s dread of their onset and distress during the actual fits 
are eliminated, and the whole character and course of the disease is 
thus markedly modified. It is readily taken by children 





Can be prescribed on an E.C.10. Details and sample available from the distributors 


ANGLO-FRENCH DRUG CO. ennai 
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- . 
oN, qrutt with $e 
SF ae. \ 10 tan 
a £ . 
“4% 
‘ The finely emulsified lanolin base of SEBODERM 
% ensures non-irritation of the scalp For simple 
dandruff a single weekly treatment is sufficient, and 
for seborrhoeic dermatitis treatment on alternate 


nights until improvement is noted is suggested 


CETRIMIDE SHAMPOO 
* 


SEBODERM contains 
15.6 of cetrimide 
the quaternary 
ammonium compound 
specifically recom- 
mended for treatment 
of seborrhoeic Available in a> 
dermatitis f-oz tubes 
Brit. Med. J. 2 (1951) 1070 





tevetere and Profeswene! .emple of /equest 


PRIORY LABORATORIES LTO., PYRAMID WORKS, WEST ORAYTON, MIDDLESEX bisees see 


ulcerated 
leg... 


LESTREFLEX 


DALMAS Elastic Diachyion Bandage ventilaced 
* the ideal emolient strapping and « non- 
rubberised. it gives efficient adhesion and yet 
cavees Minimal sensitivity reactions. it is “ the 
strapping for the pressure bandaging treatment 
of cedematous, eczematous or ulcerated legs 
Ventilated Lestrefiex is avaslabie in 3 yard roils 
J and 4° wide. The Lestrefiex Bandage is a 
REMEDY par excellence for this problem ! 


DALMAS ELASTIC 





available on E.C. 10 


Descroptrwe (iteroture is avarlable from the manufacturers 








DALMAS LTD. JUNIOR STREET, LEICESTER ESTD. 1823 
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gradually creases a5 (he needle 





Why is it next to impossible — 
nsert a standard hypoderm , penetrates the skin unt! the pos 
eedie without 3 fina , 41. ; tion shown in Fig. C @ reached 
able jab which be . ausing ; At this powmt resistance to mtro 
ecessary trauma ails abes ’ mission suddenly term: nates and 
extremely diff the needle consequentiy shoots 
surgeon accurately forward. Figs. D, E and F show 
point! The cause is inhere the ANALGIC NEEDLE pera 
the design of the standard needle iN} Note the gradual curve with 
as the above diagrer ates which the onvex bevel meets 
Figs. A and B show an enlarged the shaft, providing easy, smooth 


iio: momen HYPODERMIC AND + age aod hy oy Be 


eedie inuse. Uve 


ormation of the bevel. pressure INTRAVENOUS NEEDLE — Write for iiustraced lente: 
JOHN BELL & CROYDEN, Wigmore St., London, W.! 


Telephone: WELbeck 5555 Telegrams: instruments, Wesdo, London 


MAKERS OF SURGEONS’ INSTRUMENTS AND HOSPITAL EQUIPMENT 








Advertised and Introduced ONLY to the Medical Profession 





A NEW 
SEDATIVE, ANTISPASMODIC 
AND VENOCONSTRICTOR 


.SEDACONES BAILLY 


Indicated to check the recurrence of spasm 

and pain and avoid the distressing days and 

sleepless nights which arise from painful and 
congestive ano-genito-urinary affections 











PACKED IN CARTONS OF 6 SUPPOSITORIES 





Literature and samples on request to 
BAILLY LIMITED, LONDON 
vole jonaires: BENGUE & CO. LTD. Mamie. Chem 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDX 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain mumerous references to the unfailing 
reliability and constant activity of NATIVELLE’S DIGITALINE. Literature 
and samples will gladly be forwarded on request. 

Supplied in the following stable forms 

TABLETS (PINK) 0.1 me 1/600 gr TABLETS (WHITE) 0.25 mg 1/240 gr 

AMPOULES for intramuscular and intravenous injection 0.20 mg 1/300 gr 
Digitaline Tabicts now available in dispensing packs of 200 


NATISEDINE NATIROSE DRAGEES 
Tablets of O10 gm. of Dragées of Nitroglycerine 
phenylethylbarbiturate of quinidine Boxes of #0 
Bottle i 20 and 100 tablets 


OUABAINE ARNAUD 
International Standard of Ouabaine kept in National Institute for Medical 
Research, London. 
mg., 1/24 gr. Bottles of 40 
120 gr.-0.50 mg. for intramuscular injection 
240 gr.-0.25 mg. for intravenous injection 
dmpoules packed in boxes of 6 


IODHEMA 
Tablets and solution 
All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt from Purchase Tax 


14-TT WHITE LION ST., LONDON, "Lie 19 TEMPLE BAR, DUBLIN 


The safest and best Alpha Ray Treatment in 
‘ its simplest form 


THORIUM X 


. penth all the i of opium and In Varnish, Ointment 
as been prescribed for over 100 years. ft deen 

found by generations of Practitioners to be the best or Alchohol 
preparation of Opium as it does not cause the eneral use thr 
unpleasant after-effects usually attributed to opiates. nited Kinadom. 
le can be given over a considerable period and the a Ge Comment 
effect remains invariably constant  Gotieent af 








preparation of opium 





Packed in 2-oz., 4-0x., 8-or. and I6-ox. bottles and 19 ag 
for injection in j-oz rubber-capped botties, sterile, Psoriasis, Eczema, 


veaty Vor use Seborrheea, Lupus 
Erythematosus, Nevi, 


WE PENT HE ae 


DERBY 
LUMINESCENTS LTD. 
11/12 ST. SWITHIN’S LANE 
LONDON, E.C.4 


Phone: MiNcing Lane 
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b. sy hands need not suffer if you look after 
them with Crookes Hand Cream — rich, pene- 
trating and ideal for counteracting the effect of 
soaps, detergents and the inevitable “over- 
washing” of hands. Most economical in use, 
the cream should be massaged well :nto the skin 


to soften and feed the nails and cuticles 


BUSY HANDS 


Crookes Hand Lotion complementary to 
the Cream s weal for those who prefer a 
slightly less greasy preparation 

Both Crookes Hand Cream and Hand Lotion 
contain hexachlorophene, a new substance 
which combats micro-organisms of the skin 
bacterial flora, yet is bland and harmiess to 


the skin tissue itself 


Prices and pack ings 


HAND CREAM : Tube 2/7)d. inc. P. Tax 


HAND LOTION : 2 oz. bottle 2, 71d. inc. P. Tax 
4 oz. bottle 3/8d. inc. P. Tax 


CROOKES end EN pe 


THE CROOKES LABORATORIES LIMITED 
PARK ROYAL + LONDON N.W.10 





| AMPHETONE 


EGISTERED 





A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases req ng a quick-acting general stimulant without increasing 
the patient's sppetite, we consider Amphetone unique it combines for 
the first time examphetamine Su phate and Sery hnine with Glycero 
phosphates and members of the Vitamin B Group. The Dexamphetamine 


provides the convalescent with an immediate feeling of well-being. this 

being followed by the well-known tonic effects of the other medica 

ments. Clinical reports have been excellent 

FORMULA Dexamphetamine Sulphate B.P.C 2 grav 

Strychnine Hydrochloride BP, 1/60 grain: Calcium Glycer 

phosphace B P 2 grains. Sodium Glycerophosphace B P C 

2 grains: Aneurine Hydrochloride BP, | 30 grain : Nicotine 

mde BP 4 gra Riboflavine 6.P. 1/60 grair yrup of 

Blackcurrant B.P.C., 2 fluid drms. : Water, to | 2 fluid nce 
POISON $! 

Available in bott taining 20, 40, and 80 fluid Profess 

prices 48.8 47 d 26 6 each Samples avaliable ¢ 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 


London stockists : May. Roberts & Co Led 47 Stamford Hill, London, N16 
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Co-ordinated Control 
of chronic peptic ulcer 


A noteworthy feature of Roter therapy is that, at a 
remarkably early stage of treatment, it is usually 
possible to obtain adequate control of peptic ulcer 
and complete freedom from symptoms. 

The therapeutic ingredients of Roter tablets, which 
include a super-fine bismuth subnitrate, are 
carefully co-ordinated to reduce excess gastric acidity 
whilst yet permitting normal digestive functioning. 
Acid rebound is unknown and relapses are rare. 
Roter contains no narcotics, and there 

are no side-effects. 

In almost every case, Roter tablets can be employed 
without an exacting regimen, thus enabling the 
patient to lead a nearly unrestricted life. 


Literature and a trial supply will be 
sent on request. 


IN PEPTIC ULCER 


Packings + (4 64 
and dishensine sice, THO (PT. Fr 
Prescriva a NHS m I ] 


INDIRA Softehlablbmnibalinshiodnnyphpian wy inden JuNNNNM Ny ANNtoudl JoaliePrvaniials. scjeAannunieaniiailadanrnrrnvns? + 





F.A.1.R. LABORATORIES LIMITED 
1797 HEATH ROAD, TWICKENHAM, MIDDLESEX 
Telephone : POPesgrove 2023 
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Calm and control... 


for patients with 
nausea and vomiting 
of pregnancy 








Nidovital 


CAPSULES 


make more mornings 


good mornings ~ 


Orthe Pharmaceutical Limited - High Wycombe - England 
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For the prevention and treatment 





of post-partum hemorrhage 





NEO-FEMERGIN 


Neo-Femergin is an assoc ation 
of ergometrine tartrate and ergo- 
tamine tartrate, presented in the 
form of tablets, oral solution 
and ampoules for intravenous 
or intramuscular injection. 
Neo-Femergin combines _ the 
rapid but transient effect on the 
uterus produced by ergometrine 
with the prolonged action. of 
ergotamine. 


Tablets Ampoules 
Oral Solution 


Literature and samples available on request 


NDO? 


SANDOZ PRODUCTS LIMITED 
134 Wigmore Street, London, W.1 
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.-. the virtues of 


LUCOZADE 


It is realised that the docto judges Lucozade from 


two viewpoints. He agrees with its use in the 
sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozad 
provides a long sougl t answer to a long-standir 
problem accepta ty The subtle balanc« 
between flavour, sparkle and liquid gluc 
content provides nourishment in a torm 


acceptable even to the teeblest digestion ; 


nourishment retained and assimilated. 


+ 


. t us of many con ions which have 


responce d tavourably, quk kly, to 
UCOZAp,;) 7 Luc ; 


ozacke Bedside lockers bea 


: 
3° Doctors have been kind enough to te 


testimony to the confidenc« 
inspires And many doct 
have discovered for thet 

s the virtues of a 

uss of Lucozade 

when they return after 


a hard round of work. 


LUCOZADE 


the sparkling glucose drink 


REPLACES BOST ENERGY 
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in HYPERACIDITY 
and PEPTIC ULCER 
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on J PRODEXIN 


Prodexin has all the attributes of a true buffer, PACKAGES 
and more besides Cartons of 30 individually wrapped 
tablets 
eit keeps gastric acidity down to an equable Dispensing pecks of 240 tablets 
level (pH 3-5 to 4-5). 
eit does not alkalise the stomach contents, so 
that acid rebound cannot occur. 


its effect is consistent and prolonged. 
* it does not vary in potency 


* it is pleasant and safe to take and is free from 
grittiness 


FORMULA 
Aluminium gly cimate 
Maguessum carbonate 


Reference: Practitioner, 173: 46, 1954 


L. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 
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A preparation in new 
form for use under 
medical advice, in 
the treatment of 


t h ¥y ro Pp h em adiposity. Invaluable 


for patients in the mid-forties 





who find themselves 
gently putting on weight and 
quietly losing mental and 


physical vigour. 


EACH TABLET CONTAINS 


Dextro-Amphetamine Sulphate 5 mgm 
Thyroid B.P. Gr. }. 


Packed in bottles of 50, 100 


tablets 500 and 1,000. 


Write for literature 
and samples 


Telephone T 4 E 
HAMPDEN PARK 740 
sccm | ARMOUR 
ARMOLAB, EASTBOURNE LABORATORIES 


ARMOUR & COMPANY LTO 





Hampden Park 


Eastbourne 
AN a 

















ANNOUNCEMENTS 








for essential hypertension 


AN ALLIANCE OF THE 
CLASSICAL 


AND CONTEMPORARY 


SEOMINAL combines the 
long-established product 
Theominal’ with 

the modern hypotensive 
agent reserpine 

This new preparation 
des a gradual 

but sustained 
hypotensive action 

a prompt feeling 

f well-being 

Literature is available 


On request 


bottles of 100 
and S00 tablet 
Trade Mark 


BAYER PRODUCTS LTD. NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 


Associated expert compoeny WINTHROP PRODUCTS LIMITED 
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A (aneuncing 


new products 


ie 


MEEGIMIDsE: 
,- -, me y slarimide 


ama 


DAFPTAZO 


2: 4-diamir 


lrochlorude 


Barbiturate and 


Morphine Antagonists 


Further details and supplies of ** Megimide”™ and “ Daptazole” 


available to the medical profession on request. 


er 





NICHOLAS PRODUCTS LABORATORIES LTD. 
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BMEGIMMIpoPEe and DAE TAZO.T.E 
in Barbiturate Poisoning 


* MEGIMIDE ” is “a barbiturate 


antagonist 
> it in the treatment of barbiturate 
the broncho-pneumonia that 


cases.” (Lancet, 1955, i, 181.) 


*“ DAPTAZOLE,” itself a weak bart 


oiturate 


act of ** Megimide.” 


* Megimide ” and “ Daptazole ™ 


administered 


ensure safe, quick recovery from barbiturate intoxication wit 


risk of convulsions and secondary Gepressio! which often follow 


use of other central analeptics. 


DAE’ TAZO1L.E! 


in Morphine Administration 


“ DAPTAZOLE.” the new 


morphine antagonist, has recently been 
shown (Brit. Med. J., 1955, i, 1367) to remove the risk of respiratory 
depression associated with high morphine dosage and to make tolerance 


or addiction unlikely 


“* Daptazole ” relieves respiratory depression by increasing the depth 


of respiration, whilst in some cases the vomiting and, in most cases, 


the constipation associated with morphine are also relieved 


BEGIN sE 


in Barbiturate Anaesthesia 


“ MEGIMIDEI is of value to lighten or terminate the anaesthesia 


of patients under the influence of barbiturate anaesthetics 


——_ 


BUCKINGHAM AVENUE 
Telephone Sioug! 





=_—_—-_-- 
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Penicillin levels x 10! 


*Benemid’ increases penicillin plasma levels by up to 10 times. The 

combination of the new drug ‘Benemid’ with potassium penicillin G in 

*‘PENBENEMID’ provides a convenient oral dosage form giving penicillin 

levels which are 

(1) COMPARABLE to those obtained with intramuscular penicillin 
and 

(2) SUPERIOR to those obtained with other oral penicillin preparations. 


The oral penicillin of choice... 


Penbenemid’-250 


TABLETS BENEMID’ WITH POTASSIUM PENICILLIN G 


*Penbenemid’- 250 Tablets have an increased penicillin content. The 
inclusion of ‘Benemid’ ensures sustained blood levels hitherto 
unobtainable by the oral route. 

Each tablet contains 250,000 units Potassium Penicillin G with 0.25G 
*Benemid’. Supplied in bottles of 12 tablets. 


at. The ONLY oral penicillin preparation giving 


“~~ 


blood levels comparable to those obtainable 
with intramuscular penicillin 


Literature gladly sent on request. 









~ SHARP 
*DOHME 


SHARP & DOHME LTD., HODDESDON, HERTS. 





*Benemid® and ‘Penbenemid” are Registered Trade Marks. 
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This filing box, designed for the 
consulting room desk, containsan 
indexed supply of diet cards for 
16 different conditions. The cards 
are planned to include specimen 
daily menus which facilitate the 
patient’s co-operation and save 
the doctor’s time. This is one of 
the services offered free of charge 
to the medical profession by the 
Energen Dietary Service 


In special cases, clinical considerations often necessitate 
the preparation of a diet which takes into account the in 
dividual requirements of the patient. On receipt of appro- 
priate information from the practitioner, such diets can 
be specially constructed and sent through the post; or a 
consultation can be arranged with a senior dietitian. 


The Energen Dietary Service is staffed by fully qualified 


dietitians, 


under close 


medical supervision. It offers 


independent information and assistance to the medical 


profession in all dietary and nutritional matters, 
Requests for the Diet Card Filing Box, 


or other inquiries should be addressed t 


THE HEAD DIETITIAN 


25A, BRYANSTON SOUARE, 


TELEPHONE 


AMBASSADOR 


ENERGEN DIETARY SERVICE, 


LONDON. W.1, 


9332 








LXXIV THE PRACTITIONER 





Resentment 
and 
Hostility 





The importance of the emotional background in the aetiology of peptic 
ulcer is widely recognised. Further confirmation is provided by the 
increase of gastric acidity shown to follow certain emotional disturbances 
suc. as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric juice is an 
essential condition of successful healing entirely fulfilled by * Aludrox’ 
Amphoteric Gel. 


*Aludrox’ buffers gastric acidto a pH of 3.5 to 4.0, at which level 
healing may proceed and the risk of alkalosis is avoided. Normal 
digestion is unimpaired and, in addition, *Aludrox’ provides the 
physical protection of a gel barrier over the surface of the ulcer, thus 
ensuring a safer environment for the reparative processes. 


‘ALUDROX’ 


rade Mark 


Wyeth 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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lighting 
anew 

SAFE course 
incommon 
skin 


disorders 


Topical Ointment 


the most tmportant anti-inflammatory cortu 


EFFECTIVE TOPICALLY 
NON-SENSITIZING 
NO SYSTEMIC EFFECTS 


NEW WATER MISCIBLE GASE 


“ constitutes the simplest, cleanest 
and most rapidly effective of all 


topical measures we have employed 


4mer. 7. Dis. Child. 87 298 1954 


Cortril 


In the United Kingdom 
are at present avaiiabie 


POLKES 
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Peritrate is a valuable aid in the treatment of angina 
by virtue of its action as a coronary vasodilator. 
For Each 10 mg. tablet begins to act half-an-hour after 
ingestion and the action continues 4-5 hours. Peritrate 
prevents anginal attacks, or reduces their frequency, 
severity and duration. It diminishes the patient's 
nitroglycerin requirements, and improves exercise 


the patient tolerance. Peritrate is non-toxic and causes very few 


side-effects even on prolonged administration. 
PERITRATE WITH PHENOBARBITONE 
Fe } . Peritrate is now available with Phenobarbitone for 
u“ ud l angina the Angina Pectoris patient who needs sedation. 
Each tablet contains 10 mg. Peritrate and 


15 mg. Phenobarbitone. 


= Peritrate 


Trade Mark 
BRAND OF PENTAERYTHRITOL TETRANITRATE 


PERITRATE WITH PHENOBARBITONE 


AA, 


Dosage: One or two 10 mg. tablets four times a day. 
Packs Bottles of 50 and 500. Bottles of 500 tablets are 
, 
supplied to chemists at /- not subject to P.T. 


Peritrate with Phenobarbitone is supplied 
the same price as Peritrate, plus 2/3 P.T. 


Further information is available on request. 


WILLIAM A WARNER & CO LTo POWER ROAD, LONDON, 
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t 
S ! M P L / s ee For the successful control of mild danuruff ‘ Pragmatar’ 


demands of the patient no more than a little extra trouble when he washes his hair. After 
one application of any good bland shampoo and a thorough rinsing, *Pragmatar’ is lathered 
into the hair and allowed to remain in place for ten minutes. The lather is then rinsed out 
and the treatment is complete. *‘Pragmatar’ leaves no ‘after-oiliness’ and does not stain 


the hair. 


PRAGMATAR 


for dandruff 


I N H S ce M & 7 r ent f Fal 
SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 


Tel: BRixton 785! 


Pragmata 
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He is going into hospital. But he is going =the doctors and nurses are all so 
with good heart. Because he trusts them confident .. 

to make him well again. ... every minute of every day and every 
If it means an operation he will be night they put their srest in British 
worried and rather nervous when the Oxygen equipment and British Oxygen 
moment comes—it’s only natural, but gases to help ease pain and save lives. 


MEDICAL DIVISION, BRITISH OXYGEN 


BO GREAT WEST ROAD, BRENTFORD, MIDDLESEX 
‘ Makers and supplhers of anaesthetic. analgesic & therapeutic equipment & gases 
tag 
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Elastoplast Bandaging Technique 


in the treatment of 


Post-Operative Conditions 


SURGERY is a field in which Elastoplast elastic adhesive bandages are 
widely used with marked success. The illustration shows the ‘ stole’ 
method of applying Elastoplast to the neck after operation in that 
region, ¢.g. thyroidectomy. It is an efficient method of retaining dress- 
ings in position and saves time, trouble and discomfort to the patient. 


SOME OF THE MANY OTHER USES OF ELASTOPLAST IN MEDICAL PRACTICE 


To reduce umbilical and inguinal Support, and control of effusion, 
herma in children in joint injuries 

. . 

To retain a dressing in position Fixation of empyema tubes, catheters 

on the head and intravenous drips 
. . 
Compression treatment of To close the edges of a gaping 
leg ulcers wound 


FULL DETAILS FROM SMITH & NEPHEW LTD . WELWYN GARDEN CITY - HERTS 
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Now 


that 


soluble 





aspirin 


1S 


preferred ae 





It 1s Now widely agreed that soluble quality. Patients find it easier to take 
aspirin is to be pre ferred for pene ral than an insoluble tablet, as well as 


administration both for its solubility more palatable 

and for its neutrality. These qualities Solprin may be recommended for 

ensure rapidity of absorption and a_ all those conditions in which aspiri: 

greatly diminished risk of gastric was formerly prescribed. Its qualiti: 

irritation. make it peculiarly valuable whe 
ae lpr n’’ meets the need for a ever heavy or prolonged dosage is 


soluble aspirin of consistently high called tor 


SOLPRIN 


Soluble and substantially neutral 
Not advertise: i to the public 








Solprin is available only on prescription and only 





in Great Britain and Northern Ireland. Clinical 





samples and literature will be supplied on request 
N.H.S. BASIC PRICE 12.6 for 500 tablets in foil 


CLM AN LTO . HULA 8 LONDON HARMACEUTICAL OFT. ui) 






eecerrr es 
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A New 
ASTHMA 
THERAPY 


Wi 


SPEEDY AND LONG LASTING 


ACTION COMBINED 


The “two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer layer of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this layer 
dissolves and symptoms are promptly relieved. Swallowing of the tablet’s 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 
action on the bronchial smooth muscle. 

Each tablet contains Isopropyl - Nor- Adren- 
aline (Isoprenaline ..— at. +; Ephedrine 


hydrochior gr. 2/5; heophylline gr. 2. In 
tubes of 20 tablets and bottles of 100 tablew 





iso - BRONCHISAN 
Prescribable on Form E.C. 10 


Silten Limited + Silten House + Hatfield + Herts England 
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CREWE 
CHESHIRE 


FERROMYN (Ferrous Succinate) 
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Tue value of combining peni- 


cillin with ‘Sulphamezathine’ in 
the treatment of serious bacterial 
infections has been confirmed by 
clinical experience — ‘Sulmezil’ 
enables this to be done in the 


simplest and most convenient way. 


THE ADVANTAGES OF ‘SULMEZIL’ 


Enhanced antibacterial effect 

Active against a wide range of organisms 
Especially useful in mixed infections 
Resistant bacteria less likely to occur 
Minimum risk of toxic side-effects 
Maximum convenience 


*SULMEZIL’* ORAL SUSPENSION co 

gramme ‘Sulphamezathine’ Sulphadimid 

1§0,000 units “Dibencil’ benzathine penicillin, in cact 
fluid drachm (3.5 c.c Ready for use, the Suspensron 
is pleasantly flavoured, and free from the characterisu 
taste of either penicillin or sulphonamide. It 1s therefore 
7 oI94rsy suitable for children. ‘SULMEZIL” TAB 

ETS are also available, containing the same dosag 


é 255 
TV mM @2 | ORAL SUSPENSION 
AND TABLETS 


Trade Mark 


COMBINED ‘SULPHAMEZATHINE’ AND PENICILLIN THERAPY 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
FULSHAW HALL, WILMSLOW, MANCHESTER 


A subudiary company of Imperial Chemical Industries Limited 
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Transvasin 


brings the esters of NICOTINIC ACID 
SALICYLIC ACID 
p-AMINOBENZOIC ACID 


The esters in Transvasin, 
a new preparation devel- 
oped by Hamol 5.A., our 
Swiss associates, readily 
pass the skin barrier in 
thereapeutic quantities and 
enable an effective concen- 
tration of the drugs to be 
built up where they are 
needed.* Transvasin not 
only induces vasodilation of 
the skin with a superficial 
erythema, but also brings 
about a deep hyperacmia 
of the underlying tissues 
It is non-irritant, and can 
be safely used on delicate 
skins. It ts now being wide- 


y prescribed, with success- 


ful clinical results. Since a 
very small quantity ts suffi- 
cient for each application, 
the cost of treatment is 
extremely low. 


eS. 


Transvasin i.are « 2 tubes, basic price 
2/6 plus Tid P 

public. Samples a id 
hau Will, 1952, 10, 14 
WHITEHALL 865456 


sent on appli ali 


1TAvnwaAM 
MAT AN 
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THAN MEETS THE EYE 


THERE'S more 10 IT 


Who, viewing for the first time and knowing nothing of the 
wonders of television could possibly envisage the vast back- 
ground of patient, painstaking scientific research, spreading 
over many long years, that has brought 

this modern miracle into being ? 
Or again, what real indication does the 
screen give of the tremendous organisation, 
stagecraft and skill which, by the flick of a 
switch, brings this magic into your home ? 
Cow & Gate tin similarly conveys 
little of the vast amount of scientific 
research and painstaking testing always 
going on behind the scenes, which ensures that its contents 
are as effective in infant feeding practice as human ingenuity 


can make them 


COWéGATE MILK FOODS 


GUILDFORD SURREY 
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You can use 


Elastoplast Plaster... 


... On its own 


... Or to keep a 
dressing in place 


ER is fiesh~< 


he-spot strapping and retention 
nfortable and more efficient than a rigid 


ELASTOPLAST 


“or2° x! 


WATERPROOF ELASTOPLAST 


trapping 1° x 1 yd and 1 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY HERTS 
Outsde the Br h ( ommorn 


n as Tenmsoplant 
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Breaking Point 


When taut overstrained nerves give way after 
prolonged emotional stress, the steadying and restora- 
tive properties of ‘Bepiere’ are especially valuable. 
Nervous tension is relaxed, and the impetus given 

to essential metabolic processes promotes an 


early return to full health. 


‘Deplete’ s20-e.. 


Trede Mark 


John Wyeth & Brother Lid. Clifton House, Euston Road, yeth London, N.W.] 
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An 
unforeseen 
reaction... 


is one of the hazards in the treatment of skin 
diseases. Even the process of cleansing and débridement carries 
a risk of inducing ‘ flare-ups’ im a sensitized skin. 
*Ethisan’ is a cleansing agent specifically designed for use in 
dermatology. It efficiently performs the task of removing oils, 
fats and paraffins from the surface of the skin, yet it is bland in 


application and maintains a neutral reaction while in use 


‘Ethisan’ 


detergens 


bland 


effective 


neutral 


For cost to N.H.S., see latest M. & J. list sent out Fuly, 1955 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, 5S.E5 
ENP 4s Tel : BRixton 785! 
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B-PAS [wanoer) 


PRODUCTS 
These are now n unrestricted supply to provide the significant 
advantages of the newest clinically proven modification of PAS, 
i.e. B-PAS (4-Benzoylamino-2-hydroxybenzoic acid). 
Extensive published reports based on the criteria of bacteriostatic 
levels, patient toleration and clinical results show that B-PAS 
(Wander) is a major contribution to the chemotherapeutic 
armamentarium against tuberculosis. 
Calcium B-PAS (Wander) is virtually insoluble; hence its slower 
absorption and excretion, and ability to provide high blood levels 
of extended duration, but with relatively low dosage. In contra- 
distinction to other forms of PAS, B-PAS (Wander) is entirely 
free from unpleasant taste. It is thus acceptable to patients in easily 
taken powder form, as well as in cachets if preferred. The powder 
form is supplied in convenient single-dose envelopes, or in bulk in 
any quantity. 
PACKS—Powder: Tins of 150 and 500 x 3 
Cachets: ,, ,. S80 and 400x! 
Sodium B-PAS (Wander) also available in | 


» > * — ' 
B-PASINAH | wanoer | 
combined B-PAS and Isoniazid (INAH) 

To facilitate concurrent administration of B-PAS (Wander) and 
INAH, this product is formulated so that 12 Cachets daily in 
divided dosage provides 12 g. of Calcium B-PAS (Wander) plus 
300 mg. of INAH. 
PACKS—Cachets each containing | g. B-PAS (Wander) 
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THE MONTH 


‘T HERE have been no dramatic advances in the field of therapy during 1955. 
Progress has been maintained, however, and we are steadily reaping the 
benefits of the advances of the last few years. Perhaps most 

The important of all is the growing realization of the necessity 
Symposium for discrimination in the use of the antibiotics and of 
cortisone and corticotrophin. The dangers involved in the 

development of drug-resistant organisms are at last being appreciated, and 
increasing attention is being devoted to means of stimulating the natural 
defence mechanisms. New antibiotics continue to appear, but some of these 
have not yet attained the stage of being generally available. Perhaps the most 
significant article in this Special Number is that by Mr. Gissane on ‘advances 
in the surgery of accidents’. Under his enthusiastic leadership the Birming- 
ham Accident Hospital has shown what can be achieved by team-work and 
organization in the way of restoring the injured citizen to maximum earning 
capacity in the minimum of time. His appeal for a national accident service 
is one which those in authority cannot afford to ignore. We particularly 
commend this article to practitioners in industrial areas. It will allow them 
to realize just how much can be done for the injured workman provided 
efficient treatment is initiated from the moment the accident occurs. ‘This 
is but one of the benefits that have accrued to the community from the 
intelligent application to practical medicine of the many advances in therapy 


during the last decade 


The Times performed a national service, for which all clinicians will be 
grateful, when it opened its correspondence columns recently to a discussion 
of the threat to the professional independence of doctors 

Administrators implicit in the present organization of the national 
and hospital service. This is no new development. There 
Doctors always has been, and must be, an inherent antagonism 
between the hospital doctor and the hospital adminis- 

trator. The duty of the former is to his patient, whilst the duty of the latter 
is to run his hospital as efficiently as possible. Efficiency, in the sense of 
business organization, means mass production and the elimination of all 


possible variations. Diets must be standardized so far as possible, supplies 


must be standardized so that they can be bought more cheaply in bulk 
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hours of service of non-medical members of the staff must fit into a neat and 
tidy plan. If Mr. X, the surgeon, demands some special instrument which is 
more expensive than the comparable one used by his colleagues, he is making 
a nuisance of himself. If Dr. Y insists upon having a certain diet for his 
patient because it suits him better, this is placing more work on the catering 
staff and thereby adding to expenses. 

This state of affairs existed before 1948. What has accentuated it, and 
brought us to a state of affairs when it would appear as if the efficiency of 
the hospital is more important than the welfare of the patient, are the gross 
over-centralization of the hospital service insisted upon by the Ministry of 
Health and the lack of balance which many hospital administrators have 
shown in the craze for efficiency. To attempt to run a hospital service on the 
lines of a multiple store company is the antithesis of good medicine. 
There is no solution to this problem. All that is possible is compromise. 
The physician and surgeon must always put his patient first and insist that 
he receives the best possible treatment. So far as possible this should be done 
within the rules and regulations suggested by the administrator, but the 
final decision must always rest with the doctor. There is no need for another 
of those committees of investigation which are so dear to the heart of 
bureaucrats, both within and without Whitehall. A hospital exists solely 
for the benefit of the patients within its walls. Each of these patients is the 
individual responsibility of a given member of the medical staff, and it is 
he who decides what is to happen to that patient while in hospital. The 
administrator and his staff are there to serve the patients and therefore to 
carry out to the best of their ability the orders of the medical staff. The 
only alternative is a whole-time medical service with clinicians subservient 
to laymen—a bureaucratic nightmare which would shatter that doctor- 
patient relationship which is the essential basis for the practice of medicine. 


To the vast majority of clinicians and pharmacists pyrogens mean only one 
thing—those mysterious substances which, despite every precaution, are 
liable to produce unpleasant reactions in patients who are 
Pyrogens given intravenous infusions. The fact that they may have con- 
in siderable therapeutic value has been largely overlooked, and 
Therapy Professor J. P. Todd has done the profession a good turn by 
devoting his presidential address to the British Pharmaceutical 
Conference this year to a review of the nature of bacterial pyrogens and their 
potential value in the field of therapy. This is an old story reappearing in a 
new guise. As Professor Todd points out, ‘it is tolerably certain that the 
active substance’ in the vaccines of the heyday of vaccine therapy and 
‘non-specific protein therapy’ was bacterial pyrogen. Gram-negative 
organisms are the major source of pyrogen and, largely as a result of the 
work of Westphal and his colleagues in Germany and Switzerland, much 
has been learnt of its chemical structure. 
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The mode of action of bacterial pyrogen is still obscure but, in Professor 
Todd’s words, ‘it appears to be capable of effecting, safely and rapidly, a 
general mobilization of the body defences to an extent seen only when the 
body has been insulted by the harmful effects of trauma, infection and other 
forms of injury Its action is not an attack but a vigorous stimulation of 
the natural defences of the patient’. Preliminary reports of its use in the 
clinical field indicate that it may have considerable potentialities. ‘Thus, it 
has been used as an adjunct to sulphonamides and chloramphenicol therapy. 
Its effect upon the white blood cells is comparable to that of corticotrophin 
and cortisone, and this has suggested its use in certain allergic conditions, 
and in agranulocytosis. There has also been some interesting work on its use 
in spinal cord injuries, based upon the experimental findings that in cats 
and dogs it aids nerve regeneration. This is clearly a field requiring careful 
investigation. It does indeed look as if ‘in pyrogen we have a tool which, if 
used intelligently, has great powers for good’, provided always that we 
remember that ‘pyrogen therapy is an ally and not a substitute for specific 


therapy’ 


Tue recently published annual reports of Darbishire House Health Centre, 
Manchester, and Sighthill Health Centre, Edinburgh, provide much food 
for thought. The former, which was started by Manchester 

Two [ niversity and is sponsored by the Nuffield and Rockefeller 
Health Foundations, has now completed its first year. It is staffed by 
Centres four local general practitioners who transferred their practices 
to the Centre, which possesses its own laboratory and x-ray 





department and has an office staff of a secretary, an assistant, a junior 
shorthand typist and two part-time clerks. The combined lists of the four 
practitioners total 13,000 patients. An appointments system is in force but 
so far, whilst it relieves office and waiting-room congestion, it ‘does not 
save the doctor's time and it may break down during an epidemic’. Of the 
x-ray department it is said that ‘after one year of general practice with x-ray 
help the doctors wonder how they managed without it for all the years they 
have been in practice’. In summing up the year’s work it is stated that ‘one 
of the most important discoveries has been that with all the ancillary help of 
secretaries, nurses, etc., etc., the work does not seem to diminish and the 
doctors do not enjoy an easier time . The important lesson for us, and 
for those who are planning further experiments, is that it is wise to keep 
the aims modest and not to over-estimate the work which can be done’ 
Sighthill Health Centre, the first Health Centre in Scotland, has com- 
pleted its second year. It is staffed by ten general practitioners representing 
five practices, with 17,100 patients on the lists. There are six consulting 
suites, each fully furnished and equipped and rented at {300 a year inclusive 
of heating, lighting, cleaning, nursing and cl<vical assistance. It has its own 
laboratory, pharmacy and physiotherapy department, and the premises are 


th 
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also used by the local health authority services. The following are among 
the more salient points made in the report. ‘Each practice is still run as an 
individual unit and the only cooperation between practices at present is in 
the rota for dealing with emergencies. With a total of 10 or 11 general 
practitioners working, it is difficult to see how a group practice will develop 
as this number seems too great to be included in one group. In any case it 
would be undesirable to have a group practice of this size as then the 
practitioner-patient relationship would be lost to too great an extent 

Changes may take place in the future, but at the moment it seems that 
individual practices are going to remain and that health centres by them- 
selves, in cities at any rate, are not going to lead to the immediate formation 
of large group practices’. From the point of view of the local health authority 
services, ‘the building itself, the working conditions and facilities are, of 
course, excellent and to those accustomed to the older clinics in the City the 
Health Centre is indeed a dream world. The reverse of the Utopian coin is 
the annual cost to the City . . . Although the Centre is invaluable to the 
Edinburgh Public Health Department . . . few local authorities nowadays 
could afford to have even one of these luxuries in their area. The mutual 
benefit to general practitioners and local authority nurses and doctors 
working together in the same building and in close liaison is indubitable, but 
in future this object might be obtained in a more economical manner by a 


greater number of smaller buildings’. 


[HERE are relatively few practitioners who are not dependent upon their 
cars for the smooth running of their practices. There are even fewer who 
can afford a chauffeur, or even a ‘handyman’ who can perform 

Motoring all those plebeian (and usually dirty) jobs which are so 
Notes _ essential if a car is to be kept in a reasonable condition for as 
long as possible at as low a cost as possible. For the motoring 

enthusiast there are motoring notes galore, but there is little written about 
motoring for the doctor who has not the time to browse through the 
motoring journals. It is for such that we have decided to introduce in The 
Practitioner a series of articles dealing with aspects of motoring which will 
be of particular interest to the doctor. We have been fortunate to secure 
the services of Robert Neil, one of the best known writers on motoring 
in the country, and his first article appears in this issue (p. ciii). Each 
month he will deal with practical problems which are likely to worry the 
practitioner both at home and abroad. We invite our readers to submit 
their motoring problems to us so that they may be dealt with in subsequent 


articles in this series. 








ADVANCES IN MEDICINE 


By R. E. TUNBRIDGE, O.B.E., M.D., F.R.C.P. 


Professor of Medicine, University of Leeds 


‘THE most striking claim during the past year has been that of the possible 
mass immunization against anterior poliomyelitis 


ANTERIOR POLIOMYELITIS 
Anterior poliomyelitis, in contrast to the other infectious diseases, has 
become increasingly prevalent and, moreover, has come to be considered as 
a disease of civilization and sanitation. The dramatic onset of the illness 
when associated with paralysis, has created an undue fear among the general 
public, and an outbreak of poliomyelitis is always news. Although much 1s 
known about the clinical manifestations of the disease, progress in our 
understanding of the etiology and mode of spread has been handicapped by 
lack of suitable techniques for virus culture. It was therefore only fitting that 
Enders, Weller and Robbins should have been awarded the Nobel Prize in 
physiology and medicine last year as they were responsible for developing 
the new tissue culture techniques (1949) which have done so much t 
elucidate our understanding of the disease. Other major factors in the 
advance of knowledge concerning poliomyelitis during recent years have 
been the establishment of the importance of the alimentary route as the 
portal of entry and of the isolation of the different types of virus. The fact 


that gamma globulin could protect monkeys against the virus led to a trial 
of the use of gamma globulin in the United States of America by Hammon 
and his colleagues. Although the first reports relating to the trial in 1951-52 
were optimistic, subsequent reports, relating to the year 1952-53, suggested 
that gamma globulin was of little value in the long-term protection against 
the disease (Hammon, 1954) 

This failure of passive immunization led to a reconsideration of the 
possibilities of active immunization. Considerable controversy arose as to 
the best method. Salk, supported by Francis, favoured the injection of an 
inactivated tissue culture, whereas Sabin considered that an attenuated 
virus was the only method which would provide a lasting immunity in man 
(Francis, 1955). The Salk vaccine, a formalized tissue culture vaccine, was 
successful in a limited field experiment with children and in consequence 
was supported by the National Foundation for Infantile Paralysis which 
undertook to support this year a large field trial, with the unfortunate results 
already much publicized. Wilson has since commented upon the method 
indicating the inherent dangers in the production of this form of vaccine 
(Wilson, 1955). Disastrous and disappointing though the field trial with the 
Salk vaccine has proved, the work of Sabin and his group, who have suc- 
ceeded in preparing an avirulent variant from all three types of the virus 
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but yet retaining the property of stimulating antibody formation, opens up 
new possibilities in immunization against the disease. A recent report by 
Sabin (1955) suggests that these attenuated forms of the virus are effective 
in man and we must await with hope the more extended trial of this method 
of immunization by means of an attenuated organism administered orally. 


LEUKAMIA 

The true etiology of the leukemias still remains unknown. The recent 
reports of Court Brown and Abbatt (1955) and van Sway (1955) on the in- 
cidence of leukzemia following the treatment of ankylosing spondylitis with 
deep x-rays are sufficiently important to indicate caution in the use of 
repeated doses of deep x-rays for the treatment of ankylosing spondylitis, 
despite the beneficial effects claimed for this form of therapy in so far as the 
relief of pain is concerned. 

The chemotherapeutic approach to the treatment of leukemia has fol- 
lowed two main lines: the synthesis of compounds chemically related to 
substances known to be effective and the synthesis of analogues of nucleic 
acid precursors. One of the latter compounds, 6-mercaptopurine, was first 
shown to bring about a clinical and hematological remission by Burchenal 
et al. (1953), but recently further satisfactory results in a more extensive 
series of cases have been reported by Fountain (1955) and Bodley Scott 
(1955). It is still too early to say whether 6-mercaptopurine increases the 
expectancy of life but there is strong evidence that it is capable of producing 
a complete clinical and hamatological remission in acute leukemia and that 
it is of value in the treatment of chronic myeloid, but not of chronic lym- 
phatic, leukaemia. It has the advantage over deep x-ray therapy, nitrogen 
mustard, and urethane, of not producing the nausea and depression so often 
associated with the aforementioned treatments. The use of 6-mercaptopurine 
does not replace corticotrophin, cortisone, and deep x-ray therapy, but its 
low toxicity and usefulness in the treatment of chronic, as well as the acute 
form of, myeloid leukemia, are a valuable development in the treatment ot 
these diseases. 

ANTIBIOTICS 

At the second annual Symposium on Antibiotics (‘Antibiotics Annual’, 
1954-55) it was suggested that so numerous were the infectious diseases 
controlled by antibiotics that a chair of Antibiotics in Medicine should be 
instituted in the universities. The maze of substances available—penicillin 
in its many forms, streptomycin and dihydrostreptomycin, tetracycline, 
oxytetracycline, and chlortetracycline, chloramphenicol, neomycin, poly- 
mixin B, bacitracin, erythromycin, carbomycin, viomycin, and tyrothricin 

makes it difficult to decide which to use and what are the essentials to bear 
in mind when ordering antibiotic therapy. Professor E. J. Wayne referred 
last year to some of the new developments but it is perhaps not out of place 
to review some of the more general papers which have appeared during the 
past year. The most important factors in selecting an antibiotic should be 
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(1) that it is effective against the organism concerned, in other words that 
it inhibits the growth of the organism im vivo; (2) that it be given in adequate 
quantity for a sufficient length of time to ensure the necessary concentration 
of the antibiotic to kill the organism at source; (3) that in the dosage required 
to produce the necessary bactericidal effect toxic effects are absent. 

It is the latter problem which has received most publicity during the 
year. From the scientific standpoint it is perhaps unfortunate that penicillin 
was the first antibiotic to be widely used, because the toxic effects are 
minimal. The massive dosage permissible with penicillin and necessary for 
the treatment of certain diseases, such as subacute bacterial endocarditis, 
has tended to make doctors feel that massive doses were essential or, if not 
essential, at least not harmful, when using other antibiotics. The frequency 
of stomatitis, glossitis, sore throat; nausea, vomiting, diarrhoea, gastritis, 
anal pruritus; allergic reactions, urticarial and scarlatinal rashes, serum 
sickness, arthritis; auditory and vestibular disturbances; aplastic anaemia, 
and finally susceptibility to infection by resistant organisms, has created a 
sense of uneasiness as to which preparation really is safe (Hoby, 1955) 
Hussar (1954-55), analysing the fatal antibiotic reactions, suggested that 
half the patients died from unnecessary medication. The widespread use of 
antibiotics in hospitals during the past ten years has tended to remove the 
sensitive organisms and to leave in control the more highly resistant strains 
or provide a suitable medium for organisms not normally pathogenic 
(Lowbury, 1955). Brodie, Jamieson and Sommerville (1955) found a 
particular strain of staphylococcus, ac/POCST, in many of their dysentery 
patients treated with oxytetracycline and tetracycline. They suggest that 
this hospital strain was carried to the patient as a result of the high in- 
cidence of cross-infection with nasal staphylococci and that the cross- 
infecting strain, being resistant to oxytetracycline and tetracycline, was able 
to multiply rapidly when the organisms from the normal flora were inhibited 
by the action of the antibiotics. ‘The complications due to cross-infection 
would appear to be less prevalent among patients treated in their own homes 
It is important therefore that antibiotics should not be misused and should 
not be prescribed for every minor infection, thus minimizing both the risk 
of sensitization and the opportunities for resistant strains, particularly of 
staphylococci, to predominate. 

The prophylactic use of antibiotics and other chemotherapeutic agents, 
such as the sulphonamides in the prevention of reinfection in rheumatic 
fever and streptococcal infections, needs careful reconsideration in the light 
of our experience of the more extended use of antibiotics. The best pre- 
vention of rheumatic fever is the early diagnosis of the streptococcal infec- 
tion, with prompt and adequate penicillin treatment (Stollerman, 1955) 
The group A streptococci would appear to be the important group of 
organisms and penicillin must be administered until not only the symptoms 
have abated but the carrier state has been eradicated. A high concentration of 


penicillin is not necessary and an adequate concentration can be obtained 
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by the injection of 300,000 units of procaine penicillin daily for ten days 
Perry and Gillespie (1954) have suggested that a monthly injection of 1.5 
mega-units of benzathine penicillin will prevent the development of a 
carrier state for group A streptococci. 

Oral preparations of penicillin are fashionable—not unnaturally, as they 
obviate the need for injection. It must be emphasized, however, that the 
absorption of oral penicillin is uncertain and the blood level concentrations 
obtained are much lower on the average than with comparatively much 
smaller doses given parenterally (Fairbrother, 1955; Fairbrother and Daber, 
1954). Sufficient experience is not available to say whether the incidence of 
toxic reactions is less after oral than parenteral administration. Toxic 
manifestations can be considerably reduced if an adequate dose of the 
antibiotic is given until evidence is obtained that the disease process is under 
control which, for the majority of infectious illnesses, is accomplished within 
five to ten days 

In hospital practice always, and in general practice if fever has not sub- 
sided within five days of the onset of therapy, a blood culture, or a bacterio- 
logical examination of the requisite excreta, should be made in order to 
determine the nature and susceptibility of the invading urganism. F xperience 
of chemotherapy in pulmonary tuberculosis has restressed that an antibiotic 
cannot always penetrate to the site of growth in sufficient concentration to be 
bactericidal where extensive tissue necrosis has occurred, and a similar 
argument often applies to other pyogenic infections associated with abscess 
formation 

RHEUMATIC DISORDERS 

Che rapid development of chemotherapeutic agents has accentuated the 
need for carefully planned and controlled therapeutic trials before dramatic 
claims are made, more especially with the chronic and recurring forms of 
disease. Rheumatic fever has long been one of the major causes of cardiac 
disability and this year has seen the publication of the joint report of the 
Medical Research Council and the American Heart Association on the rela- 
tive efficacy of corticotrophin, cortisone and aspirin in the treatment of 
acute rheumatic fever (British Medical Journal, 1955). An earlier report by 
Holt et al. (1954) suggested that the E.S.R. fell significantly more quickly 
in children receiving cortisone and salicylates than in those receiving 
salicylates alone in high or low dosage, and there was a corresponding 
clinical improvement. In the joint trial there was no evidence that rheumatic 
fever could be invariably cured by any of the methods, and at the end of one 
year there was nothing to choose between the different therapies in respect 
of their effect upon the cardiac states. Salicylates given in adequate dosage 
and in children this means hospitalization (Holt, 1954), are confirmed in 
their effectiveness in the control of symptoms. 

The Empire Rheumatism Council reported recently to the Heberden 
Society the results of a controlled trial on the relative therapeutic merits of 
cortisone and salicylates in the long-term treatment of chronic rheumatoid 
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arthritis. ‘his indicates that after twelve months’ treatment of the chronic 
case of rheumatoid arthritis, no clear-cut difference could be observed 
between the benefits derived from the two methods of treatment. From this 
report and the report of the joint committee of the Medical Research 
Council and the Nufheld Foundation on the comparative effects of cortisone 
and salicylate therapy during the first three months of treatment of the acute 
case (Joint Committee, 1954), discussed by Professor Wayne last year 
(W ayne, 1954 t must not be inferred that cortisone has no place in the 
treatment of rheumatoid arthritis; for individual cases it is undoubtedly of 
inestimable benefit. The trials, however, do serve to show how valuable are 
salicylates in the treatment of both the acute and chronic phases of rheuma 
toid arthritis 

Salicylates have also been shown to be of value in the treatment of chron 
gout (Marson, 1954). Continuous salicylate therapy led to a much greatet 
reduction of the serum uric acid levels than was obtained with probenecid 
and was followed by the disappearance of tophi, reversal of radiographic 
changes and the abolition ultimately of all attacks. ‘The only drawback to 
salicylate therapy is that certain patients are unable to take an adequat 


dosage, due to idiosyncrasy 


CORTISONE AND CORTICOTROPHIN 


Hydrocortisone is likely to prove a useful preparation for intravenous 


administration in emergencies such as acute adrenal insufhiciency and would 


appear t iseful advance (Hart, 1955). Preliminary reports would 
indicate that fluorohydrocortisone is likely to prove beneficial in the treat 


b 


€ 


ment of Addison's disease since it is just as effective as aldosterone. It also 
appears to be a potent suppressor ot endogenous corticotrophin secretvior 


and therefore may have a use in the treatment of adrenal hyperplasia 


(Annotation, 1955) 
During the year two reports from Medical Research Council committees 


on the use rtisone and corticotrop! n have appeare 1. One was a cor 


trolled study of the use of cortisone in the treatment of ulcerative colitis 


Truelove ef a 1954) The cortisone-treated cases responded 
i 


more 


mm the 


favourably than the controls and this effect was most pronounc« 
treatment of the early case. The other was by the M.R.C. panel on the 
dermatological application of corticotrophin and cortisone, who reported on 
the use of these substances in exfoliative dermatitis, eczema, and Besnier 

prurigo. Ihe report was favourable, but it is recommended that treatment 
should be confined to cases in hospital, even if and when cortisone and 


corticotrophin become generally available (M.R.C. Panel, 1954) 


SEDATIVES 


Chlorpromazine (‘largactil’) was first introduced into clinical practice in 
its exact mode of action is not yet fully known (Laborit and 
Huguenard, 1951; Wilson and Wood, 19<s<s). It has a central effect and 
; 1.,1] 


t depres the activity of the hypothalami and medullary centre 


gsi, and 
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with specialized autonomic activity. Numerous favourable clinical reports of 
its use in psychiatric disorders have appeared in the literature during the 
past year (Elkes and Elkes, 1954; Garmany et al., 1954; Vaughan et ai., 
1955; Trethowan and Scott, 1955). All indicate that chlorpromazine 
effectively controls the symptoms of psychomotor activity, agitation, and 
psychomotor tension, and is particularly valuable in the treatment of mania 
and schizophrenic excitement. The complications of chlorpromazine 
therapy have been reviewed by Lomas ef al. (1955). The one requiring 
special attention is hypotension, particularly in the aged-and in those with 
cardiovascular dysfunction. Other complications have also been described, 
including pyrexia, usually after one week; skin reactions and jaundice, 
usually after three weeks; edema, blood dyscrasias, and epileptic fits. 

Barbiturate poisoning ts becoming increasingly prevalent and the wide- 
spread use of barbiturates renders suicide by this means comparatively easy 
The new treatment of barbiturate intoxication by NP 13 ($-methylethyl- 
glutarimide—‘megamide’), with or without the aid of D.A.P.T. (2:4- 
jJiamino-5-phenylthiazole hydrobromide or hydrochloride), is most effective 
and affords a definite advance. I have found ‘megamide’ most efficacious, 
even when used alone in the treatment of two very severe cases of barbiturate 
poisoning, but there are dangers in the use of this preparation alone and 
readers are recommended to read the excellent article by Shulman and his 
colleagues (1955). 

RAUWOLFIA SERPENTINA 

Hypertension remains one of the major medical disorders and perhaps in 
no disease is the need for a rational approach to therapy more necessary 
During the past year two excellent reviews have appeared: the Oliver 
Sharpey Lectures delivered before the Royal College of Physicians by 
Rosenheim (1954), and a new work on ‘High Blood Pressure’ by Pickering 
(1955). Smirk and Doyle (1954, 1955) reported favourably on the use of 
reserpine as a hypotensive agent and indicated the apparent synergic action 
of reserpine and certain methonium compounds. Further reports on their 
synergic action have appeared during the year: Wallace, 1955; Curtis Bain 
et al., 1955; Locket, 1955; and Singh, 1955. One of the serious side-effects 
of reserpine is the mental depression and confusion which may accompany 
its use. Smirk and McQueen (1955) found these complications less frequent 
when using another alkaloid of rauwolfia serpentina, rescinnamine, which 
was just as effective as a hypotensive agent. 


BELL’S PALSY 
Bell's palsy, unilateral paralysis of the facial nerve unassociated with other 
nervous disease, has usually been considered to have a good prognosis, 
although the persistence of deformity in some instances has led otorhino- 
logical surgeons to recommend the decompression of the facial nerve in 
the stylomastoid canal in order to reduce pressure on the nerve. A recent 


survey of one hundred consecutive cases (Taverner, 1955) revealed that 
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complete recovery occurred in rather less than half the patients. Electro- 
myographic studies demonstrated that where no fibrillation activity was 
detected recovery was complete, but when fibrillation activity occurred 
recovery was never complete, although the degree of residual disability was 
in some instances only slight. The most important practical conclusion ts 
that surgical compression of the facial nerve is not justifiable in the manage- 


: ment of Bell's palsy 
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ADVANCES IN SURGERY 
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We are living in an exciting era of surgery. During the past decade, under 
the influence of antibiotics, the graver forms of acute infection—cellulitis. 
erysipelas, septicemia, major wound suppurations and the like—have been 
almost completely eliminated, whilst tuberculosis shows signs of following 
the same course. Improvements in anesthesia have made surgery easier and 
consequently safer and thus enlarged its sphere of usefulness. Refrigeration 
bids fair to open new fields in the surgery of the heart, the great vessels and 
the brain; and even in malignant disease the recent developments in 
endocrine therapy offer a ray of hope for the future. 

During the year under review, in addition to these major fields of progress, 
there have been developments in many branches of surgery. Some have been 
‘advances’ in the sense of opening up new territory, but no less noteworthy 
have been those concerned with consolidating previous gains and assessing 
the results of former years 

BREAST CANCER 

Until recefttly our approach to the problems of the diagnosis and treatment 
of breast cancer was governed by considerations formulated in the nineteenth 
century, but during the last few years an ‘agonized reappraisal’ has been 
undertaken, of which the fruits are now becoming apparent. On the one 
hand, the limitations of the radical operation are becoming appreciated and 
a healthy pessimism reigns as to the end-results of established methods of 
surgical treatment, whilst on the other hand our advancing knowledge of the 
hormone relationships has led to new hope for the future. 

Early diagnosis.—It has long been recognized that the signs of breast 
cancer as presented by an earlier generation of teachers—the skin involve 
ment, the retraction of the nipple, the enlargement of axillary glands—are 
the signs of late cancer, and that in the early stages any or all of them may be 
absent. It is becoming appreciated, too, that in this field the most expert 
observer may fall into error, and that the old reliance on ‘clinical acumen’ 
must give way to modern diagnostic methods. In a young woman with 
multiple bilateral tender nodules the benign character of the lesion can be 
assumed with some confidence, but in practically every other type of case the 
proper approach nowadays is to insist upon the only certain diagnost« 
procedure: a microscopic examination. The precise technique must vary 
Where there is a reasonable prospect that the lesion is benign it may be 
excised locally and submitted to routine histological examination of paraffin 
sections; but for most cases in the ‘doubtful’ category the proper course is 
to arrange for immediate microscopy, either by frozen sections or by the 
“Terry’ technique, with the intention of proceeding at once to mastectomy if 
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necessary. Ihe more widely this procedure is practised as a routine the 
readier will patients be encouraged to seek early treatment and reassurance 


STAGING BREAST CANCER 
lhe present method of ‘staging’ betrays a misunderstanding of the natural 
course of breast cancer. It is based upon a faulty appreciation of the avenues 
of spread, it disregards individual differences in growth rates and it makes 
no allowance for the frailties of clinical judgment. It has a margin of error 
of over 30 per cent.: in fact it is both useless and misleading. Stage | 
signifies a growth limited to the mammary gland and stage II signifies one 
which has spread no farther than the axilla. All growths in these two stages 
should therefore be cured permanently by radical mastectomy, but in most 
series the five-year recurrence-free rate is not much more than 60 per cent 

It is generally supposed that most growths on transgressing the boundaries 
of the mammary gland spread first to the axilla and are there restrained for a 
definite period by the barrier of the lymph nodes. In accordance with this 
< onception most clinical series contain a large proportion of cases in stage I] 
We now know, however, that in many cases the disease reaches the medias- 
tinum as soon as the axilla and in either event the lymph-node barrier 
probably imposes only temporary restraint. Consequently it seems likely that 
lew cases really belong to stage Il: most cases with vlands in the axilla have 
actually disseminated more widely 

Even more important than the stage reached by the growth is the rate at 
which it is spreading. It is now becoming appreciated that there are vast 
differences in the malignancy of individual growths. Some remain limited to 
the mammary gland for many months or even years and, even if untreated 
they only prove fatal after a long lapse of time; others spread rapidly, 
disseminate widely and kill within a few months. It follows that comparisons 
of individual cases are invalid; for example, a highly malignant tumour 
though still apparently in stage | may carry a worse prognosis than a tumour 
of low malignancy which has advanced much further. To hei. hten the 
paradox, a tumour in the former class by its rapid enlargement attracts 
attention early but, despite prompt treatment, it soon recurs, whereas one 
in the latter class, growing slowly and painlessly, may be neglected for 


many months, vet in the end give a better result 


rREATMENT OF BREAST CANCER 
Treatment of the established case.—There are statisticians who claim that the 
most effective use of modern methods of surgery and radiotherapy has had 
little over-all influence on the death rate from mammary cancer and that 
real cures are to be founa only in low malignancy growths in stage | 
Nevertheless, he would be a bold man to assert that either operative treat- 
ment or radiotherapy could be dispensed with; and, indeed, the present 
tendency is to advise more of both. The controversy as between the orthodox 
radical mastectomy and the McWhirter method of conservative resection 
plus heavy irradiation is unresolved, and must remain so in the absence of a 
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control series for comparison. Since it became recognized how often the 
mediastinal glands are invaded a few surgeons have sought to extend the 
radical operation to include clearance of the anterior mediastinum, but on 
the whole the tendency is to rely more on radiotherapy, for which increas- 
ingly powerful apparatus is now available. 

Treatment of the late cases.—\t is now agreed that in late cases with 
multiple metastases benefit may sometimes be obtained by appropriate 
endocrine treatment. The administration of androgens or cestrogens is of 
limited value, whilst odphorectomy is only occasionally effective, but 
bilateral adrenalectomy gives considerable though temporary benefit in 
something like 25 per cent. of cases and occasionally brings about a quite 
remarkable degree of improvement. Unfortunately the improvement is not 
long maintained, perhaps owing to renewed production of the cancer- 
stimulating hormone in islands of ectopic adrenal tissue. In such cases the 
pituitary gland as the ultimate controller of hormone secretion has been 
removed, but hypophysectomy is a grave operation in late malignant disease 
and up to the present the reported results have hardly been sufficient to 
warrant its general application. 

Recently in Glasgow we have developed a simpler method of destroying 
the pituitary gland by radon seeds which, under x-ray guidance, are 
implanted in the sella turcica by means of a trocar and cannula inserted 
along the nostril. ‘The progressive destruction of the pituitary gland reduces 
the ketosteroid excretion to zero. It is necessary to give cortisone, but in 
comparatively small doses, and pitressin may be needed to control the 
diabetes insipidus. In favourable cases the pain of bone metastases is 
relieved promptly, and early experience suggests that regression of the 
tumour sometimes occurs. At present, however, the method is in the 
experimental stage. 

PEPTIC ULCER 

Whilst it cannot be claimed that there has been any signal advance in regard 
to peptic ulcer during the year under review, there have been several 
valuable reports on long series of cases which have served to mould opinion 
in this country on the relative merits of the different forms of surgical 
treatment. Briefly, it may be said that, whilst in general the merits of gastrec- 
tomy are acknowledged, the occasional development of severe post-gastrec- 
tomy syndromes and the fairly common development of mild sequela 
indicate that there is still room for improvement. It is perhaps satisfactory to 
note that most surgeons are now tending to take a more conservative view- 
point, and some of the less orthodox procedures put forward, with little 
basis of experience, during recent years have now been condemned 

Some surgeons, working on the supposition that trouble after gastrectomy 
is mainly due to the small size of the stomach remnant after the standard 
two-thirds resection, have reverted to a less radical gastrectomy, to which 
they add vagotomy in the hope of reducing the risk of secondary ulcer at the 
anastomosis. Others have increasingly favoured the Billroth in preference to 
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the Polya gastrectomy, especially in gastric ulcer but also in those cases of 
duodenal ulcer in which it is technically feasible. On the other hand, there 
are many experienced surgeons who still maintain that there is a place for 
the old-fashioned gastro-jejunostomy, particularly in elderly or bad-risk 
patients. 

Post-gastrectomy syndrome This condition continues to offer a challeng 
ing problem. It presents itself in two main forms. The first is the post 
prandial syndrome, in which within a short time after a meal there are 
distension and fullness in the epigastrium with weakness, dizziness, sweating 
and muscular weakness. The second is the syndrome characterized mainly 
by bilious vomiting It seems clear that both are due, as has long been 
thought, to rapid ‘dumping’ into the jejunum, which undergoes intense 
motor and secretory activity with spasm and hyperperistalsis and extreme 
congestion. ‘The rapid outpouring of alkaline juice which then takes place 
leads to a marked upset of the acid-base balance and to electrolyte shifts and 
secondary potassium loss, and it seems probable that the vasomotor effects 


are due mainly to these biochemical manifestations. In the treatment, there 


1s general agreement that the best resu!ts can be obtained by converting the 


Polya to a Billroth anastomosis, so that the gastric contents pass more 


slowly into the viscus most suited to receive then 


BILIARY SURGERY 
Surgery of the common bile duct \ famous surgeon of a golden age that is 
past is said to have claimed that any stone in the common duct larger than 


a grain of sand should reveal itself on delicate palpation, but it is lamentably 


a fact that stones of considerably larger size do escape observation even 


when the symptoms have been such as to make their presence suspected 


[wo ancillary methods of observation have been recommended for use at 


operation The one met! od, recommel! ded particularly by Mallet-( suyV, 1S 
based on estimating the intraductal pressure wave produced by injection of 


normal saline. ‘To carry out this technique a cannula tied into the cyst 


duct is connected by tubing with a tambour recording on a kymograp! 
drum. When saline is injected, if the duct system ts normal the pressure rises 


at once but quickly returns to zero as the sphincter of Oddi opens. Failure to 


return to normal indicates the presence of a stone or other cause of obstruc 

tion to the biliary outflow. As this technique is difficult to carry out and its 
interpretation is iable to error, it has not been adopted widely. ‘The second 
method is to perform cholangiography after the duct has been exposed at 
operation. Lipiodol should be used in preference to the water-soluble iodine 
compounds which, being irritant, are liable to cause spasm of the sphincter 
Care must be taken not to inject an air bubble, which may simulate a stone 

This method is valuable up to a point, but it cannot be relied upon to exclude 
minute calculi, nor does it usually visualize the intra-hepatic ducts where a 
stone might well elude observation. For these reasons and on account of 


the trouble involved the method is not widely used. Illogically enough, 
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much greater use is made of the method as a postoperative investigation, 
to check against the presence of a residual stone. 

Post-cholecystectomy syndrome.— Much attention has been given, especially 
in the continental literature, to the presence of symptoms after removal of 
the gall-bladder. They include a variety of rather vague symptoms such as 
flatulent distension, distaste for fatty foods, nausea, poor appetite, belching 
and upper abdominal pain. Apart from cases in which the common duct has 
been injured at the time of the operation—and such cases can usually be 
distinguished readily—these post-cholecystectomy symptoms have been 
variously attributed to cholangitis, pancreatitis and dyskinesia of the bile 
duct. The evidence put forward for these various diagnoses is usually rather 
tenuous and, whilst the symptoms are undoubtedly post-cholecystectomy, 
it is doubtful if they are propter-cholecystectomy. Undoubtedly the com- 
monest cause is a lesion which antedates the operation—a missed stone in 
the common duct. In other cases one suspects that probably some unrelated 
disease, or perhaps a neurosis, is responsible. Where the duct has been 
explored at operation there is always the possibility of infection with 
cholangitis, but it is doubtful if a properly executed removal of the gall- 
bladder ever gives rise to more than a mild and temporary digestive 
disturbance. 

In the past the common duct, unlike the gall-bladder, has been a radio- 
logical terra incognita, and there has long been a need for a method similar 
to cholecystography which would be capable of outlining the common bile 
duct. ‘Biligrafin’, which has recently been introduced for this purpose, is a 
salt with a very high (64 per cent.) content of iodine, which after intravenous 
injection is excreted so rapidly and in such high concentration as to be 
visible without concentration in the gall-bladder. It is not free from risk 
both of general reactions (if given too rapidly) and of local tissue necrosis 
(if allowed to leak from the vein) so its routine use is to be deprecated, but it 
may prove of value when a lesion of the common duct is suspected. 


CARDIOVASCULAR SURGERY 
In the field of cardiovascular surgery the spectacular progress during the 
past ten years has given place to a resting phase for appraisement and 
assessment. 

Congenital lesions.-In the tetralogy of Fallot—the ‘blue baby’—the 
indications for operative treatment have now been fully established, and 
there is a good deal of agreement as to the relative merits of the various types 
of operative treatment. Of these, the direct instrumental attack devised by 
Brock seems to be most suitable for pure valvular stenosis and for the 
infundibular type of narrowing, whilst in other cases preference must be 
given to Blalock’s original type of systemic-pulmonary anastomosis. 

In other congenital lesions of the heart but little progress has been made 
and it seems probable that no great change will take place until advances in 
refrigeration make it possible to open the heart cavity with impunity 
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In congengal patency of the ductus arteriosus, by contrast, the treatment 
has long ee ers and the results generally are known to be excellent 
Perhaps the most important advance in this field is the recognition of cases 
with reversed flow. In this type, owing to congenital defects in the intra- 
pulmonary capillary circulation, instead of the normal flow of blood through 
the ductus from aorta to pulmonary artery there is a reversal of the current 
which may be detected by the presence of unoxygenated blood in the lower 
limb arteries. The importance of this type lies in the fact that after closure 
of the ductus the obstruction to the pulmonary blood flow imposes a serious 
strain on the heart, so that the operation is likely to prove fatal 

Blood-vessel grafts.—During the past year or two, with increasing ex 
perience, the earlier optimistic approach to blood-vessel grafting has given 
place to a more conservative assessment of its indications and possibilities 
As might have been forecast on the basis of our knowledge of homografts in 
general, it is now becoming evident that there are objections to the use of 
artery grafts derived from other individuals: whether they are used in the 
fresh state or stored by whatever method of preservation, they inevitably 
set up an antibody reaction which sooner or later will lead to their dis 
integration. Consequently, whilst in certain situations, for example in 
replacement of segments of aorta, arterial homografts still provide the most 
suitable material, attention is increasingly being turned to prostheses made 
of woven plastic materials such as orlon. It seems likely that in the near 
future such substances will be used exclusively, apart from the rare cases 
in which an autogenous venous graft can be applied 

The selection of cases for vascular grafting has also been reappraised during 
the year under review, and a more conservative approach is now recom 
mended. It is necessary to remember that apart from accidental injuries 
including traumatic aneurysm, the great majority of cases in which vascular 
grafting is contemplated are cases of generalized arterial disease, and liable 
to such complications as coronary thrombosis or a cerebral vascular accident 
Moreover, the existence of widespread arterial disease is important from the 
point of view of operative technique, for atheromatous changes in th« 
artery above and below the site to be grafted will add to the risk of blockag: 
by thrombosis 

Finally, in discussing the value of an arterial graft, consideration must be 
given to the fact that in preparing the vessel to receive a graft it is ofter 
necessary to sacrifice collateral vessels, and their loss may outweigh the 
gain to be expected from restoring the main channel. In the femoral artery 
in particular, it is quite common to find large collateral channels leaving the 
main vessel immediately above the site of obliteration; to sacrifice thes: 
leaves the whole vitality of the limb dependent upon patency of the graft 
For these reasons it now becomes clear that the main indications for arterial 
grafting concern the major vessels—-the aorta and iliacs. In the femoral and 
popliteal artery grafting is rarely indicated, and then only in cases, such as 


traumatic aneurysm, in which there is no widespread arterial disea 
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ProGRrss is more often gradual than by sudden discovery and it is well 
from time to time to take stock of changing attitudes towards various 


aspects of clinical practice 


IRON AND CALCIUM IN PREGNANCY 

At birth the mature fetus contains about 375 mg. of iron. In addition the 
mother stores about 500 mg. ‘Two-thirds of this total of 875 mg. is laid 
down in the last two months and as a result the average intake of iron in 
late pregnancy is not sufficient. It has been commonly accepted that the 
haemoglobin levels in pregnancy are physiologically lower than in the 
non-pregnant state, and we know that, because the increase in plasma volume 
is greater than the increase in cell volume, a state of physiological hydramia 
exists. A number of articles has recently appeared, however, in which series 
of cases have been reported to show that in about go per cent. of pregnant 
women the haemoglobin levels can be kept up at normal levels by giving 
adequate iron supplement, and there is no longer any justification for 
presuming that 70 per cent. hemoglobin is normal in late pregnancy. ‘There 
is no doubt that women fare better in labour, in the puerperium and in their 
return to normal duties if their hemoglobin level is maintained at normal 
levels. Hahn et al. (1951), by giving a single dose of Fe®* have shown that if 
the dose is under 9 mg. the uptake to the red cells in early pregnancy will 
be about 11 per cent., but in late pregnancy will be as high as 41 per cent 
If the single dose given is 120 mg. there is only a 2.29 per cent. uptake to 
red cells in early pregnancy and an 8 per cent. uptake in late pregnancy. ‘The 
clinical application of these observations would seem to be that all patients 
should be given iron during pregnancy but that it is not necessary in the 
average case to start treatment early when nausea is often present. ‘The 
maximum requirement and the maximum uptake are in the later part of 
pregnancy. Haemoglobin levels should be checked early in pregnancy and 
fuller blood investigations carried out as required, but all patients should 
receive supplementary iron in the second half of pregnancy. 

At term the fetus contains 25 g. of calcium and in addition the mothe: 
stores 50 g. during pregnancy. Two-thirds of the calcium needs of the 
foetus occur in the last two months of pregnancy and the figure usually 
accepted as the daily requirement in late pregnancy is 1.5 g. of calcium 
Milk contains 0.7 g. per pint (1.25 g. per litre) so that if a patient is taking 
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2 pints (1.25 litres) a day she does not require any supplementary supply, 
but women not taking so much milk should be given a supplementary supply 

Page and Page (1953) have recently made some interesting observations in 
relation to calcium metabolism and the troublesome calf cramps which 
occur so often in pregnancy. ‘They found that these cramps were more 


00 private patients had cramps 


common in their private patients (56 out of 
whose diet included, on the average, 34 glasses of milk, 1 } helpings of meat 
and 14 eggs daily. Of 100 clinic patients only 14 had cramps: the average 
diet for these patients included 14 glasses of milk and 1 egg or 1 helping of 
meat a day. ‘he Pages also noticed that cramps could be induced by milk 
intake or by the prescription of calcium phosphate. ‘They suggest that there 
is an increased efficiency of absorption of phosphates during pregnancy 
with a resultant depression of ionized calcium in the blood. Calcium is 
present in the serum in two forms: (1) non-diffusible and bound to serum 
proteins; (2) diffusible (ionized). This latter is alone concerned with 
neuromuscular irritability. In pregnancy there is a slight decline in the 
total calcium in the serum but a relative rise in diffusible calcium. Serum 


phosphorus may show a slight fall but remains within normal limits. Muscle 


irritability increases with a concentration of hydroxyl, sodium, and 
potassium ions and decreases with a concentration of hydrogen, magnesium 
and calcium ions. Thus tetany may occur as a result of a shift to the alkaline 


side, e.g. in hyperventilation, or from a fall in ionized calcium as in hypo 
parathyroidism. In pregnancy the ingestion of 1 litre of milk results eight 


1 


hours later in a fall in diffusible calcium and a rise in inorganic phosphorus 


(possibly lue to increased efficiency in absorption ol phosphates) 
Aluminium hydroxide gel specifically removes phosphorus from the gastro 
intestinal tract and the Pages found that if 0.5 to 0.9 g. of this gel were given 
with each meal, or if the patient reduced her milk intake or was given 
calcium lactate by mouth, there was a significant improvement in_ the 


cramps and in the biochemical findings. If these observations are confirmed 
it would seem that there is a risk of giving too much milk during late 
pregnancy, although this could be counteracted by the addition of aluminium 
hydroxide gel. Certainly if calcium is to be prescribed it should be prescribed 


in the fort the lactate 


Pt 1A LURITY AND PLACENTAL FUNCTION 


Whether or : 


1 be induced in patients whose pregnancies 
are prolonged beyond forty weeks is still an unsolved problem but evider ce, 


abour should 


both clinical and scientific, is accumulating. Some obstetricians consider 
that there is already sufficient evidence in favour of induction in all cases in 
which it is reasonably certain that the patient has passed her expected date. 
Others feel that further work is necessary before any final conclusions can 
: 


be reache Those who favour induction are concerned not so much by 


increased fcetal size or cranial ossification as by placental insufficiency. They 


postulate that the placenta is only designed to live and function for a certain 
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time and that thereafter its efficiency is impaired. Obvious organic changes 
in the postmature placenta are far from constant, but recent work by 
Walker (1953, 1954) suggests that the ability of the placenta to oxygenate the 
foetus becomes progressively impaired. Walker found that the average oxygen 
content of the blood in the umbilical vein at the 30th week of pregnancy 
was 14 vols. per cent. with a saturation of 70 per cent. At 39 weeks the 
average oxygen content was 12 vols. per cent. (saturation 60 per cent.). The 
fall after term was rapid and by the 43rd week the oxygen content was less 
than 8 vols. per cent. (saturation 30 per cent.). The difference between the 
venous and arterial blood remained fairly constant at 5 to 7 vols. per cent. 
As a result of these changes the factus has little reserve oe the 42nd to 43rd 
week and so would be more liable to intra-uterine death from anoxia. If 
Walker’s work is confirmed the case for induction of labour by the 42nd 
week at latest would seem to be clear. Walker and Turnbull (1953) have 
shown that in response to the fall in available oxygen the feetus attempts to 
compensate by increased production of hemoglobin to improve the oxygen- 
carrying power of its blood, so that a rise in fetal hemoglobin may be taken 
as an index of deficient placental oxygenation. 

From a practical standpoint the present position would seem to be that 
there is sufficient evidence to indicate extra care of the patient who goes 
beyond her dates. Series of cases have been reported which show a higher 
stillbirth rate among postmature babies but other series have shown no 
significant change. Most patients in whom pregnancies are prolonged by 
several weeks will have perfectly normal confinements and babies but there 
does seem to be a higher incidence of fatal distress in labour among the 
postmature. This again suggests that the 43-week baby has less reserve to 
stand up to difficult labour or other adverse factors than the baby at term. 
Che primigravida, and the primigravida over 30 years of age in particular, 
is more likely to have difficulty in labour so that one should be more inclined 
to induce labour in such cases. It has been clearly shown by Browne and 
Veall (1953) that the placental blood flow is impaired in pre-eclampsia. It 
would therefore seem clear that pre-eclampsia and postmaturity are a bad 
combination for the foetus, and induction at term if not before is indicated. 
Walker suggests that patients who have had vaginal bleeding due to placental 
separation even in the early months are liable to an increased risk of fetal 
anoxia at term and advises induction in these cases. 

There is-‘no doubt that intra-uterine death may occur without warning 
during, or before, labour among postmature cases, but this is the exception 
rather than the rule and the same thing may happen without obvious 
explanation even before full term. If induction of labour were entirely 
without risk a good case could be made out even now for induction in all 
cases in which pregnancy was without reasonable doubt prolonged beyond 
40 weeks. This routine is adopted in a number of centres and some excellent 
results have been reported. For example, Racker, Burgess and Manly (1953 
reported a stillbirth rate of 1.47 per cent. among 203 cases in which labour 
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was induced at term without other indication. This compared with 4.63 
per cent. in 410 postmature cases in which nature was allowed to take its 
course. In cases more than two weeks postmature the stillbirth rate rose to 
over 8 per cent. Among the 1,229 controls (spontaneous onset of labour at 
term) the stillbirth rate was 1.54 per cent. These authors found no 
additional hazard associated with induction but the number of inductions 
is small and other workers have not been so successful. Induction does not 
always result in labour within a reasonable time and the risks, though less 
than formerly, are still not negligible. 

If we are not prepared to carry out wholesale inductions, and certainly 
in domiciliary practice this would not be desirable, we require some method 
of predicting which pregnancies are likely to suffer from being prolonged 
and which may be safely left alone. One possible method at present under 
investigation is that of inducing maternal hypoxia at term and assessing the 
effect on the foetal heart. If the faetus has a poor reserve due to an ageing 
placenta, transient foetal distress may be demonstrated and serve as a 
warning that labour should be induced. If more severe distress is shown it 
may be a sign of impending intra-uterine death and be taken as an indication 
for immediate Cesarean section. 

Until some test for placental insufficiency is available for general use 
each case must be judged on its own merits. The first step is to be sure that 
the pregnancy has reached full term. For this we are largely dependent 
upon the patient’s history and, quite apart from the not uncommon wilful 
misrepresentation of menstrual history, many patients are uncertain of 
their dates. It is useful at the first antenatal visit and before the patient has 
talked herself into being certain of her date, to inquire whether or not she 
is sure about her last menstrual period. A note of any uncertainty should be 
made at the time and will stand one in good stead if the question of post- 
maturity should later arise. Because we have to deduce the conception 
delivery interval from the menstruation-delivery interval, the nature of the 
cycle is important. For a patient with a 35-day cycle, seven days have to be 
added to the expected date of confinement calculated by Naegele’s rule and 
if the patient has occasionally missed a period altogether it may be that the 
date is wrong by four weeks or more. ‘These points may appear too simple 
to be worthy of mention but unnecessary inductions have been carried out 
because of their neglect and even because of a simple error in arithmetic 
The next point is the importance of recording the height of the uterine 
fundus at early antenatal visits. An error in dates is much easier to pick out 
at the 12th or 16th week than it is at the goth week. The date of quickening 
is so variable that it is not often of much value. Maternal weight loss after 
40 weeks, unless explained by other factors, and the palpable diminution of 
liquor amnii which can occasionally be recognized after the goth week, are 
strongly suggestive of postmaturity 

If from all these observations the dates seem certain we come to the 
decision of whether or not to induce labour. Patients with essential hyper 
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tension or pre-eclampsia, however mild, should not be allowed to go more 
than a day or two past forty weeks even if the signs and symptoms are not 
of themselves sufficient to warrant induction. Primigravide without hyper- 
tension or pre-eclampsia should not, if the dates are certain, be allowed to 
go more than fourteen days past term. Primigravide over 30 years of age 
should not be allowed to go more than seven days beyond term. Parous 
patients without pre-eclampsia do not often give rise to much concern from 
the point of view of placental sufficiency and indications for induction can 
be less rigid unless there has been a history of previous unexplained intra- 
uterine death or a history of vaginal bleeding in the present pregnancy 
Medicinal induction as a test of maturity is not reliable and once a decision 
to induce labour has been reached surgical induction must follow if medical 
means have failed. All these patients must be most carefully watched in 
labour for signs of foetal distress and it must be remembered that if placental 
function is indeed impaired, the factus will stand up badly to difficult or 
prolonged labour, to instrumental delivery and particularly to maternal 
cyanosis associated with general anesthesia or otherwise. Oxygen to the 
mother is useful in these cases, but once signs of fatal distress are present 
there is a strong indication for immediate delivery, if necessary by Casarean 
section. 
GYNACOLOGICAL ENDOCRINOLOGY 

Hormone therapy in obstetrics and gynacology continues to be disappoint- 
ing and the firm indications are few in number. An important advance 
which should be mentioned and which may later result in many practical 
applications, is the development of techniques for chemical assay of estro- 
gens and of pregnanediol which seem to be much more accurate and 
sensitive than any previous methods. The new method for urinary estrogens 
(Brown, 1955) is sufficiently sensitive and specific to allow of separation and 
estimation of cestriol, aestrone and cestradiol at different stages in the cyck 
of non-pregnant women. Taken in conjunction with the method for preg 
nanediol (Klopper, Michie and Brown, 1955) it should enable a clearer 
picture to be obtained of disordered endocrine function in patients with 
upsets of the menstrual cycle. ‘The methods are time consuming and it is 
unlikely that they will soon become practicable for routine use but they 
should lead to a much clearer understanding of menstrual disorders 


STRESS INCONTINENCE OF URINI 
‘The many operations which have in recent years been described for the 
treatment of this complaint can now be viewed in proper perspective. Most 
of the authors clearly indicated at the time of publication that the indications 
for these special procedures were few but many gynzcologists were tempted 
to extend the indications and use these operations for wider indications 
This initial phase has passed and in most centres the operations are now 
rightly reserved for the few exceptional cases. 
Stress incontinence is extremely common in women and a large pri 
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portion of women complaining of symptoms of prolapse will on questioning 
report leakage of urine. The female urethra is so short and the sphincter 
mechanism so inadequate that even young nulliparous women sometimes 
experience incontinence on severe coughing or sneezing. In a questionnaire 
study of hospital nurses I found that two-thirds of those replying had 
experienced stress incontinence. ‘These were all young unmarried women 
and the incidence and frequency is of course much greater among parous 
patients. Even when the principal symptom is stress incontinence, and if 
non-gynzcological causes have been excluded, the great majority will b« 
satisfactorily treated by simple pelvic floor repair. In assessing the results of 
operation it is hardly fair to exclude from the category of ‘cured’ those 
patients who still experience occasional incontinence on severe stress, as 
this is a common finding among women not seeking treatment. 

There remains, however, a small number of patients who still have 
troublesome leakage in spite of colporrhaphy, a few in whom stress incon 
tinence becomes more marked after operation in spite of an apparently 
satisfactory anatomical result, and a few who complain of stress incontinenc¢ 
without associated prolapse. For these, and only these after careful investiga 
tion, general, gynzcological and urological, one of the special operations is 
indicated. All the operations are designed to restore the normal relationship 
between the urethra and the base of the bladder and whether this is don« 
by a retropubic sling of attached abdominal fascia, of free fascia lata, by 
stitching the periurethral tissues to the back of the symphysis, or by some 
other procedure seems to be largely a matter of individual preference 

Exercises for the levator muscles have a definite part to play in the pr 
and post-operative treatment of stress incontinence and in less severe cases 
such exercises can be curative. We must be sure, however, that the patient 
understands the exercise and this must be done by digital palpation per 
vaginam. Much lip service has been paid to postnatal exercises but here 
again, in so far as puerperal levator exercises may diminish the incidence 
of prolapse and stress incontinence, it is important to make sure that the 


patient is contracting her levators and not merely the glutei. This may be 


done by palpation but in most cases inspection of the vulva during the 
exercise will make it clear whether the pelvic floor is being satisfactorily 
tightened 
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ADVANCES IN PADIATRICS 


By WILFRID GAISFORD, M.D., M.Sc., F.R.C.P 
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‘THe year under review has been one of steady, if unspectacular, progress 
in paediatrics 
POLIOMYELITIS 

‘THE most exciting development during the past year was the announcement 
of the results of the first clinical trials with the Salk poliomyelitis vaccine 
These results appeared very promising—the vaccine being considered 80 
per cent. effective against paralytic poliomyelitis, 60 per cent. against type | 
virus and 80 per cent. against types II and III. But just as a much wider 
trial in a number of other countries—including Great Britain—was about to 
begin some adverse reports appeared. A number of vaccinated children 
developed poliomyelitis (there were 44 paralytic cases following vaccination 
with one of the preparations used) and immediately the question of con 
tinuing viability of the virus in the vaccine was raised. In certain batches 
live virus was undoubtedly present, and further vaccinations have been 
postponed. ‘The use of a vaccine made of dead organisms is likely to give but 
short immunity: the Salk vaccine can therefore be regarded at best only as 


a step forward in the prevention of poliomyelitis—not the answer, which is 


likely to come from the discovery of a satisfactory method of attenuating the 
virus. Sabin (1955) has already reported his preliminary results with such a 
vaccine made from avirulent variants from a monkey kidney tissue culture 
fluid. This vaccine was given orally, produced no ill-effects and led to a 
good antibody response 

There is now considerable evidence that poliomyelitis is acquired by 
ingestion and spread by faces (Wolman, 1955). Special care is therefore 
necessary in disposal of excreta and in hygiene of the hands. The lavatories 
washrooms and kitchens in households, schools and catering establishments 
are the important danger points. 


TUBERCULOSIS 

‘Tuberculosis in childhood has undergone such changes in recent years that 
a statement of the present state of affairs may be of value 

The mortality from tuberculosis is falling steadily and has declined by 
59 per cent. in the last six years (Joint ‘Tuberculosis Council 1955). ‘This has 
affected all ages, except the first year of life. The incidence of the disease, 
however, has only fallen by 7 per cent., so that the risk of exposure in 
susceptible infants and children is still considerable. In the first year of life 
the mortality rate is still high but the effect of isoniazid in curing tuberculous 
meningitis and miliary tuberculosis, if given sufficiently early in the course 
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of the disease, may affect this mortality rate. The problem of preventing the 
development of the post-primary progressive lesions in children by the 
continued prophylactic use of isoniazid in those with a recent primary infec- 
tion is being investigated (Lincoln, 1955) in a series of children who are 
receiving isoniazid continuously for a year or more. This drug is well 
tolerated and remarkably free from toxic effects in doses of 5 to 10 mg. Ib. day 
(11 to 22 mg. kg./day). The results of this experiment will be awaited with 
interest for if, in fact, prophylactic isoniazid administration will prevent the 
development of fatal forms of tuberculosis in childhood the problem of 
immunization by BCG will be solved—it will no longer be necessary 
There is no doubt that the resistance resulting from a naturally acquired 
and successfully overcome infection is greater than that afforded by BCG 
vaccination, although in certain circumstances it is wiser to be sure of the 
modified resistance from BCG rather than risk unprotected exposure 
BCG has proved itself one of the safest, if not the safest, prophylactic 
measures yet used. Nevertheless, it is not completely devoid of risk and a 
fatal case recorded in Sweden this year (Falkmer ef al., 1955) has led 
Wallgren, the leading authority on, and protagonist of, BCG, to state that 
it is desirable to reconsider the present principles of BCG vaccination in 
countries with a very low tuberculosis morbidity and mortality. However, 
in England and Wales the morbidity incidence is such that a continuation 
of the BCG programme is unquestionably justified and infants and children 
at risk: should surely be given the benefit of the added resistance which may 


be confidently expected to follow satisfactory vaccination 


ANAEMIA 
Nutritional anemia in late infancy and early childhood is of common 
occurrence. It may show itself in a variety of ways: pallor, anemia of the 
mucous membranes, enlargement of the spleen, failure to thrive, poor 


appetite, slow weight gain, frequent infections and unduly prolonged 
recovery time thereafter. Oral treatment with iron is generally satisfactory, 
particularly with ferrous sulphate, but occasionally digestive upset follows 
In any case the response takes time. A much more certain and rapid response 
follows intravenous iron saccharate but this is often technically difficult, is 


unpleasant for the child and in a number of cases causes reactions. 

The introduction of ‘imferon’, an intramuscular preparation which is 
easy to give, free from side-effects and no more painful than any other 
intramuscular injection, marks a real step forward in the treatment of 
nutritional anemia. It is best given deeply into the upper and outer quadrant 
of the buttock. The dose is 1 ml., which contains 50 mg. of iron, and from 
two to five doses will usually suffice to raise the haemoglobin from 50 per 
cent. to 80 per cent. in ten days in a child of 1 to 2 years. The rise in 
hamoglobin is rapid, an appreciable increase occurring even after forty-eight 
hours and the level is maintained for many weeks. The injections may be 
given daily if desired, alternate buttocks being used for successive injections 
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The only contraindication is a coexisting infection for, in the presence of 
infection, the hemoglobin does not rise. 

‘Imferon’ is particularly valuable in preventing the late anemia of pre- 
maturity which occurs between the fourth and sixth months of life. Even 
the early, so-called ‘inevitable’, anemia of prematurity can be modified 
Gairdner et al. (1955) have shown that this anemia is due to the comparative 
slowness of the erythropoietic response to the physiological stimulus of 
anzmia because of the unusually rapid growth of premature infants. ‘They 
found that ferrous sulphate given thrice daily for seven weeks from the 
second or third week of life certainly mitigated the anemia. Three or four 
injections of ‘imferon’ given during the first month of life will produce even 
better and more certain results. 


KERNICTERUS 

The continued appearance of kernicterus in premature babies has aroused 
considerable interest. This new disease, unassociated with rhesus or any 
other blood incompatibility, makes itself evident in affected infants from 
the fourth to the sixth day of life and is fatal—as is the kernicterus of rhesus 
incompatibility—in a high proportion of cases. The signs are similar to those 
in rhesus incompatibility but are delayed as compared with the rhesus cases 
(in which they appear from the second to the fourth day) and may be very 
transient——lasting merely an hour or two. 

The cause is not known with certainty but the delayed closing ef the 
blood-brain barrier in premature infants and the rising bilirubin in the 
blood due to the marked immaturity of the liver are certainly in part 
responsible, and anoxia may also be implicated. A point of practical im- 
portance resulting from the investigations into the condition is that vitamin 
K is a hemolytic agent and should be used in the newborn—and especially 
the premature newborn—with care. As it is general practice to prescribe 
vitamin K routinely to premature infants to counteract the hypoprothrom- 
binzemia and liability to hemorrhage, this finding must be taken seriously 
and the dosage revised. The dose necessary to ensure an adequate pro- 
thrombin level in the blood and so to prevent hemorrhagic disease of the 
newborn is less than 1 mg. It is dangerous to prescribe injections of 10 mg. 

although many preparations are sold in vials containing 10 mg.—and in 
some cases the injections have been repeated three, or even six, times. An 
alternative method of providing adequate vitamin K for the infant is to 
give it orally to the mother during the last weeks of pregnancy or intra- 
muscularly shortly before delivery. It is thought that the haemolytic effect of 
large doses in a premature infant, particularly one who has not yet been fed 
or has been given an artificial feed (which will add a deficiency of vitamin E, 
thereby increasing the hemolysis) may be sufficient—in the presence of an 
immature liver incapable of dealing with the excess of bilirubin resulting 
from the breakdown of red blood corpuscles—to raise the serum bilirubin 
level to dangerous heights and so produce kernicterus 
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Examination of the deciduous teeth has brought to light some interesting 
findings in those infants who have survived their kernicterus and have 
subsequently developed cerebral palsy Knowledge of these dental changes 
may enable the cause of 
cerebral palsy to be de- 
termined with certainty 
(Forrester and Miller, 
1955). They consist in a 
ring or notch of enamel 
hypoplasia (hg. 1, 2) in 
volving particularly the 
canines and molars in 
full-term babies who 
have been affected with 
kernicterus due to 
hemolytic disease, and 
the incisors in premature 


Fic. 1 The right lower deciduous teeth 


aged 7 years, with kernicterus. The cani ows infants with kernicterus 
the typical ring of enamel hypoplasia 
rUMOURS 

‘The importance of tumours in infancy and childhood is becoming more 
generally recognized because, with the changes in mortality resulting from 
the widespread use of antibiotics, tumours contribute more noticeably to 
the death rate. Four years ago the Registrar General reported that between 
1939 and 1949 the proportion of deaths in children under 5 years certified as 
to cancer had trebled and that 
cancer now stood as one of the 

most important single causes of 

death in childhood. As Macaulay 

and Steward (1955) stress, ‘It be 

hoves all who have medical charge 

of children to be constantly aware 

of the possibility of cancer in 
those with obscure or unexplained 

illnesses. ‘The reduction of mortality 

depends in large part on early diag- 
nosis, and suspicion should be 

right half of the mandibl aroused especially by chronic lymph 


nt of exght months, wh 


nicterus. The groove node enlargement, with or without 


plasia clearly seen ar hepatosplenomegaly, persistent re- 
rked on the canine . 

fractory anzmia, recurrent vomiting, 

especially if associated with head- 


ache, the discovery of a painless solid tumour in any location and 


changes in the appearance of the eyes’. (This last refers to retinoblastoma 


predominantly a tumour of infancy.) T'wo Children’s Tumour Registers are 
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already working in this country: one in London and the other in Manchester 
In Manchester, 106 children with malignant tumours were seen in the 
first twenty-two months of the Registry (this number excludes the 
leukaemias) so that, even if any one doctor sees but few cases in his prac 

tising life, the problem is a very real one for children in general. 


The important and more frequent growths are the cerebral gliomas 
(astrocytomas and medulloblastomas), Wilms’ tumours, neuroblastomas, 
lymphoid tumours and leukemia. 

Clinically a child with a cerebral tumour may present with headache, 
especially in the morning, recurrent vomiting and, as the tumour is so often 
in the cerebellum, with ataxia. A most important differential diagnosis is 
cyclic vomiting. All children with symptoms of this condition, i.e. recurrent 
episodes of vomiting, usually associated with headache and general malaise, 
occurring at intervals of three to six weeks, should have their fundi examined 
carefully for the presence of papilleedema. 


Wilms’ tumour may be present at birth but is more commonly first 
encountered in late infancy, presenting as a symptomless mass in the 
abdomen in the region of one or other kidney. Occasionally hamaturia may 
occur. Any infant presenting with a swollen abdomen should be examined 
carefully by palpation and if a mass is detected further investigation and 
treatment are urgently needed. Treatment of Wilms’ tumour calls for the 
closest cooperation between the surgeon and the radiotherapist. The 


tumour is very radiosensitive and so are its secondary deposits, which 
usually occur in the lung and are radiologically evident iong before they give 
rise to any physical signs. Preoperative irradiation, nephrectomy and post 
operative radiation give the best results and any child alive two years after 
treatment may be considered cured. The chances of such cure are about 
33 per cent. Great care and gentleness should be taken in handling such 
cases, for repeated palpation and manipulation may lead to a rapid metastati: 


spread. 

Neuroblastoma is often a difficult growth to diagnose for it may present 
in so many ways. Not infrequently a metastasis gives rise to the first overt 
signs. Unilateral proptosis or haemorrhage around the eye occurs, with 
orbital metastases, and a diagnosis of scurvy may at first be entertained 
Leukemia and rheumatoid arthritis are other possibly confusing conditions 
Because a neuroblastoma so often originates in the adrenal, Wilms’ tumour 
may be considered as the possible diagnosis. In the treatment of neuro 
blastomas, as of Wilms’ tumours, irradiation may bring about spectacular 
improvement, or cure. Recently, large doses of cyanocobalamin have been 
recommended, as have nitrogen mustard and cortisone. Occasionally 
spontaneous cure occurs, the tumour cells maturating and a benign ganglio- 
neuroma resulting. 

Lymphosarcoma, Hodgkin's disease and leukaemia are stil] fatal, although 
remissions of as long as eighteen months have followed intensive treatment 
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with cortisone and chemicals such as nitrogen mustard, the folic acid 
antagonists and mercaptopurin. 

In the diagnosis of all these tumours the blood sedimentation rate will be 
found most valuable. This simple test, which is within the competence of 
all doctors, is the most valuable, perhaps, in the whole of pediatrics. In the 
surgery or in the home it can be quickly and easily done. In differentiating 
an ill child from a hysterical or malingering one; in deciding whether a child 
who looks ill is really so; in determining the progress in nephritis, rheu- 
matism, tuberculosis, infective hepatitis and numerous other conditions, the 
information it affords may control therapy and activity and belp greatly in 


assessing the prognosis 


rHE C@LIAC SYNDROME 
The coeliac syndrome is much more clearly defined than formerly. ‘This 
syndrome, consisting of failure to thrive, enlargement of the abdomen, 
diarrhea and hypotonia, may result from a variety of conditions such as 
tabes mesenterica, giardiasis, intestinal allergy, starch intolerance, cceliac 
disease and cystic fibrosis of the pancreas. Of these, the last two are the 
most important and have often been confused in the past. Although they 
were first clearly differentiated by Andersen (1938), knowledge of each has 
accumulated considerably within the past five years 
Celiac disease.—Since the work of Dicke et a/. (1953), which showed that 
the gluten in wheat starch acted as a poison in susceptible infants and led to 
the malabsorption of fat and the other signs of coeliac disease, treatment has 
altered greatly and the prognosis has been improved beyond measure. A 
gluten-free diet will relieve the condition quickly and a more generous 
allowance of fats may be given almost immediately. With this treatment, too, 
the recurrent acidotic dehydration attacks which were so frequent—and so 
serious—-are now rarely seen. Gluten-free flour, bread, cakes and biscuits are 
obtainable now and affected children must maintain this specific gluten 
restriction for many years. Ceeliac rickets and dwarfism, common sequelz 
heretofore, are likely soon to disappear 
In cystic fibrosis it is now known that the varying clinical pictures are due 
to a varying involvement of the mucus-secreting glands and that the 
pancreas, though usually involved, may on occasions be little affected. Until 
recently, accurate diagnosis depended ultimately upon obtaining specimens 
of duodenal juice and finding an absence of trypsin. As the pancreas is not 
necessarily affected (and, indeed, the name cystic fibrosis of the pancreas is 
now a misnomer) the presence of duodenal trypsin does not exclude the 
diagnosis. Because of the generalized involvement of the mucous glands and 
the unusual viscidity of their secretions, mucoviscidosis was suggested as an 
alternative title by Farber, but the recent discovery (Shwachman et ail., 


1955) that the sweat glands are also involved renders this name equally 
inadequate. Shwachman and his colleagues showed that the excessive 
secretion of sodium chloride in the sweat was a test of equal diagnostic value 
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to the trypsin test. Similarly, the parotid secretion contains an excess of 
sodium chloride (McGrady and Bessman, 1955). Collection and estimation 
of the sodium chloride content of saliva are technically much easier and 
quicker than obtaining and examining duodenal juice. 


Because of the almost invariable involvement of the mucous glands in the 
} 


respiratory tract, repeated attacks of pneumonitis have presented the 
greatest hindrance to progress and recovery and have contributed largely to 
the death rate. Now, with continued prophylactic antibiotic therapy, these 
pulmonary infections can be largely eliminated and consequently the prog- 
nosis is vastly improved. One of the difficulties of continued antibioti 

therapy, however, is the development of resistant thrush, a monilial infection 
entering through the oropharynx and liable to become systemically dis- 
seminated with fatal results. Although recoveries have followed the use of 
stilbamidine in such cases, the introduction of new antibiotics, which will 
eradicate moniliasis, is likely to be much more helpful. A number of these 
has recently been introduced, for example, candidin, trichomycin and 
coliformin, and early reports give promise of their value in clinical pediatrics 

Dietetic restrictions are still necessary in both coeliac disease and pan 

creatic fibrosis. In the former, starch is particularly interdicted. In the latter 
an extra amount of protein and a high intake of carbohydrate are essential 
for adequate growth (to counter the excess of protein and fat lost in the 
faeces) and the fat content of the diet should be limited, though the fat 

soluble vitamins must be included; these may be given in an aqueous 
dispersion such as ‘abidec’ 


Fig. 1 and 2 are reproduced from the Archives of Disease in Childhood (June 
1955, p. 226), by kind permission of the Editors 
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ADVANCES IN THE TREATMENT 
OF SKIN DISEASES 


By BRIAN RUSSELL, M.D., F.R.C.P 
Physician in Charge of the Skin Department, The London Hospita 


IN a review of therapeutic advances, it is just as well to include the 
uncovered disadvantages and established advantages of the not-so-new as 


well as the prima facie advantages of the very new. ‘Primum non nocere’ is 





a sound prescriber’s maxim, especially in dermatology. ‘The natural powers 
of healing being what they are, to avoid using the wrong treatment may be 
an action second only in value to prescribing the night treatment 

Many drugs reveal their disadvantages within a year; others take much 
longer and the relation of cause to effect may remain undetermined for some 
years. If liquor arsenicalis were introduced as a new drug today, we might 
expect to be reading the first papers about its less serious delayed side-effects 
in 1963, but mention of cutaneous carcinoma would not appear until about 
1970. Bromides were used for many years before bromide granulomas were 
sorted out from the hotchpotch of syphilitic lesions. Calomel teething 
powders were in use for decades before suspicion was aroused that they 
might be harmful 
[hese chastening thoughts are intended as a check to over-enthusiasm for 


new remedies 


HE CONTROL OF CUTANEOUS INFECTIONS 

Cutaneous infections must, of necessity, be forever with us. Strictly speaking, 
primary skin infections do not exist, the intact skin providing an efhcient 
shield: but all itchy dermatoses, and conditions in which chafing, exudation, 
fissuring or ulceration occur, are apt to become infected; defective nutrition 
and blood dyscrasias also predispose to skin infections 

For the reasonable control of skin infections it is essential to know the 
susceptibility of the causative organisms to antibiotics. Organisms infecting 
the skin fall into two main groups. Pathogenic staphylococci and streptococci 
play the major roles but intestinal pathogens (B. proteus, Ps. aeruginosa, 
coliforms and enterococci) are important secondary invaders of even the 
main cause in some infections. In acute and follicular infections cocci are 
found ; in otitis externa, paronychia, vestibulitis, blepharitis, flexural infec- 
tions and ulcers of the legs, mixed infections or even pure gram-negative 
infections may occur. Livingood ef a/. (1954) recovered intestinal organisms 
from one or other site in 32 per cent. of 710 patients with various types of 
skin infections 

The nasal vestibule is the most important carrier site of staphylococcal 


i infections. Williams (1946) found 22 nasal carriers and 35 skin carriers 
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among 50 healthy students. Nasal carriage was found in 54 per cent. of the 
skin carriers but in only 20 per cent. of the non-skin carriers. Roodyn 
(1954) found that of 71 patients with boils, 23 had no nasal staphylococci 
and 12 carried strains in the nose different from those in the lesions. ‘These 
figures indicate that skin carriage is an important source of infection and 
that it is often secondary to nasal carriage. The majority of staphylococcal 
infections are autogenous, although the nasal and skin carriage may both 
have resulted from an extraneous source in the first place. Most infections 
with intestinal organisms are likewise autogenous. Story (1954) found 
Proteus in rectal swabs from 76 per cent. of patients with Proteus infectior 
and the strains were identical in the lesions and in the gut in 83 per cent 
of these patients 

The control of skin infection depends, then, in the first place upor 
satisfactory hygienic standards, elimination of nasal carriage, control of 
itchy conditions, and the cleaning up of any secondary reservoirs of infection 
in the ears, eyes, flexures, nail folds, or follicles. Unfortunately a practical 
method of permanently eliminating nasal carriage has not yet been found 
Extinction of one strain of staphylococcus from the nose is often followed by 
the establishment of another. At some hospitals, a reminder is given on 
toilet papers to wash the hands. This valuable advice may well save the 
Exchequer more by the prevention of infection than the impersonal 
kleptophobiac information ‘Government Property’ 

It is a simpler matter to treat coccal infections than mixed ones but 
bacteriological control is important, even with pure staphylococcal infe: 
tions. Strains resistant to the more popular antibiotics are becoming more 
common and it is not unusual for infection to occur with two strains of 
staphylecocci with different antibiotic susceptibilities. This problem is less 
serious among the population at large than among hospital inpatients, 
doctors and, particularly, nurses. Dowling et al. (1955) found that 51 per 
cent. of the strains of staphylococci isolated from patients on admission to 
hospital were resistant to penicillin and that 41 per cent. were resistant to 
chlortetracycline, whereas at the time of their discharge these percentages 
had risen to 88 and go respectively. Only urgency, severity of infection, or 
inaccessibility of the site, as in erysipelas, makes it justifiable to use anti 
hiotics while awaiting a bacteriological report 


rHE TREATMENT OF CUTANEOUS INFECTIONS 
Penicillin has acquired a bad reputation for causing epidermal and derma 
sensitization. It has sometimes been blamed when in fact the vehicle was 
responsible or even when enhanced infection has occurred because of the 
lack of bacteriological control. The topical use of penicillin has largely been 
replaced by antibiotics with a wider range, particularly the tetracyclines and 
neomycin. The last-named has the advantage of only being available for 


topical use; hence the emergence of resistant strains does not balk th 
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treatment of that patient or others infected systemically with that particular 
strain 
Pending bacterial reports, quaternary ammonium compounds make 


useful and effective local applications (e.g. cetrimide 1 in 100, or domiphen 


bromide [‘bradosol’] 1 in 1000). These cationic detergents help to remove 


living and dead organisms and detritus, thus reducing the total mass of 





infection without disturbing its balance. They also have bactericidal 
properties and often make the use of an antibiotic unnecessary 

The application of an antibiotic to a mixed infection may result in the 
elimination of part of the infection and the encouragement of the remainder 


ra mixed 


hus, in otitis externa there may be two strains of staphylococci, 
infection with staphylococci, streptococci and Ps. @ruginosa, B. proteus o1 
other intestinal pathogens; an antibiotic such as chlortetracycline may 
eliminate the occal infection, leaving the pseudomonas to multiply 
unopposed 

From in vitro studies (excluding penicillin) Livingood et al. (1954) con- 
clude that neomycin and the tetracyclines are most effective against pyogenk 
staphyloco tetracyclines, bacitracin, chloramphenicol and neomycin 
against hamolytic streptococci; neomycin and chloramphenicol against 
Proteus (streptomycin being too hazardous on the skin); and neomycin and 
oxytetracycline against pseudomonas (polymixin was not tested). For use 
without bacteriological control, neomycin would seem to be the safest 
application, but it occasionally causes eczematous reactions, whereas the 
tetracyclines rare 


v have this effect 
The systemic use of antipruritic drugs and the topical use of hvdro- 


cortisone can help considerably in preventing or minimizing the secondary 


infection of itchy dermatoses. It is true that Heilesen et al. (1954) have 
described the occurrence of sudden impetiginization during the course of 
treatment of atopic dermatitis with hydrocortisone. ‘They recommend that 


\ 


it should be used with discretion in the presence of mycotic or bacterial 
infections. On the other hand, in the treatment of secondarily infected 
dermatoses, Frank et al. (1955) have found an ointment cortaining hydro 
cortisone and tetracycline to be more effective than one containing either 
substance alone. ‘They conclude that hydrocortisone applied topically does 
not interfere with cutaneous defensive mechanisms against bacterial 
invasion. Robinson et a/. (1955) have treated a large number of patients wit! 
hydrocortisone combined with various antibiotics and concluded that the 
combination was not only helpful but in some instances it seemed that there 
+} ; 


might be a synergistic effect betwee ve antibiotic and the steroid when 


used in combination. Friedlaender and Friedlander (1954) found that the 


addition of 0.5 per cent. neomycin to hydrocortisone ointment was particu 


larly eTrective ! econdarily impetiginized eruptions and in otites externa 


PPRESSANTS IN DERMATOLOGICAL THERAPY 


\ remarkable feature of recent advances in therapy has been the introductior 
? 
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of a number of drugs which have the property of suppressing or blocking 
certain abnormal skin reactions. Relapse on withdrawal indicates that the 
fundamental pathology persists 

Corticotrophin and cortisone.—The indications for the use of these 
powerful remedies are now clearer. Not curative, they are used to reduce 
the intensity of certain pathological reactions and perhaps to tide the 
patient over until a natural remission occurs. In idiopathic erythroderma, in 
benign senile pemphigus, and in the severe forms of erythema multiforme 
(Stevens Johnson syndrome), they have both these valuable effects and may 


prevent serious or fatal complications. In resistant widespread lichen planus 


with severe itching, resolution has been observed within two to four weeks 
of the administration of corticotrophin (Meara, 1955). Relapse may occur 
after the treatment is stopped. Chronic disorders, ultimately fatal, which 
may be kept in partial or complete remission include malign pemphigus, 
disseminated lupus erythematosus, polyarteritis nodosa, and sarcoidosis 

Because of the serious nature of possible side-effects, the decision for or 
against treatment with corticosteroids needs much thought. Once begun 
treatment may have to be continued indefinitely. Mental disturbances, 
activation of subclinical infections and of peptic ulcers, water retention 
obesity, glycosuria, osteoporosis or thromboses may develop. Less serious 
but nevertheless distressing, side-effects include acne, hirsuties, moon face, 
increased pigmentation, and outcrops of moles. During treatment it is in 
portant to-watch for any change of mood, slight fever, cough, abdominal 
discomfort, bladder symptoms, glycosuria or gain in weight. A diet of low 
salt content is necessary and a daily dosage of 1 to 3 g. of potassium chloride 
is essential to replace potassium depletion. Sulzberger and Baer (1953) 
have made an excellent review of this subject. Sulzberger (1954) states that 
75 per cent. control of symptoms can often be obtained with half the dos« 
necessary to obtain full control. The side-effects of the larger dosage may 
prove more unpleasant than the 25 per cent. residue of symptoms on the 
smaller dosage 

Hydrocortisone.—Hydrocortisone has established itself as a most valuable 
remedy for the control of many itchy dermatoses. It relieves or suppresses 
eczematous (papulo-vesicular exudative) conditions, lichen simplex and 
some cases of anogenital pruritus. It does not prevent erythema following 
ultra-violet irradiation (Everall and Fisher, 1952). Relapse often occurs if 
treatment is stopped, particularly in longstanding and emotionally influenced 
disorders. In acute contact eczematous dermatitis quick relief is obtained 
provided the cause has been removed. Hydrocortisone gives symptomatic 
relief and should not be used as a panacea: it remains the clinician's duty 
persistently to search for the etiological factors responsible for an eruption 

Al per cent., or 0.5 per cent., preparation ts often eifective but sometimes 
relief is only obtained by the 2.5 per cent. concentration. Frank et al. (1955) 
affirm that the 2.5 per cent. preparation is not so much better than the 
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I per cent. preparation to justify the additional expense. The minimum 
effective concentration has not yet been clearly established and it may 
depend to some extent upon the nature of the vehicle 

Future reductions in production costs may make it possible to use 
hydrocortisone for extensive conditions provided that systemic effects from 


absorption prove as trivial as they have done in the course of its localized 
use (Smith, 1952). The evidence so far available (Frank ef al., 1955: Witten 
et al., 1955) 1 ts to fuorohydrocortisone acetate being more effective than 


hydrocortisone free alcohol which is itself slightly more effective thai 


hvdrocortison acetate 

Pegum (1955) has shown that local intradermal injections of hydro- 
cortisone are effective in reducing the otherwise highly resistant lesions of 
hypertrophic lichen planus on the legs. Appel et al. (1954) have shown that 
local injections of hydrocortisone partially or totally inhibit the Mantoux 
Frei, Ducrey, and lepromin reactions 

Dapsone and sulphapyridine.—Dapsone has supplanted sulphapyridine as 
the drug of first choice in the suppression of dermatitis herpetiformis. It is 
tolerated better and, in the dosage necessary to suppress the symptoms 


»} 


rarely gives rise to unpleasant side-effects. It is advisable also to prescribe 


iron and vitamin B. Most adult patients are relieved by a dose of up to 100 
mg. daily and for children the dose varies from 12.5 mg. to so mg. daily 
Dapsone is ineffective in senile dermatitis herpetiformi (benign senile 
pemphigus). ‘che amount necessary to suppress the symptoms may vary 
from time to time and it is justifiable to instruct patients to adjust the dosage 


beneath a specified maximum, provided a record is kept and produced at 


each attendance. This enables the patient to take the minimum amount of 


the drug consistent with relief 


Chloroquine and mepacrine Ihe value of mepacrine as a suppressant of 
chronic circumscribed lupus erythematosus was first reported in this 
country by Page in 1951. Later it was found that the drug had first been 
used for this purpose by Prokoptchouk in 1941. Such is the delaying 


influence of iron curtains on the spread of scientific thought! 
Mer acrine has the decided disadvantage of severe toxicity in a few 


cw 
and of staining the skin. Chloroquine is equally effective; it does not tint 


Cases 


the skin, and it is less toxic (Harvey and Cochrane, 1954; Rogers and Finn 
1954). It occasionally causes some loss of pigmentation in the brows and 
lashes I tolerance 1S rare, and whe n it doe $s occur It usually takes the form 
of headaches, giddiness and difficulty in visual accommodation. The effective 


dose is 0.2 g. twice a day. Chloroquine also relieves other conditions of light 
sensitivity, including the polymorphic type of eruption and hydroa vaccini 
forme (Knox et al., 1954; Rogers and Finn, 1954; Woodham et al., 1954; 
Cahn et al., 1954). Presumably, mepacrine and chloroquine have similar 


actions: they both have the same diethylamino-methyl-butylamino side 


chain. Bettley and Page (1954) state that clinical improvement from mepa- 
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crine precedes any increase in light tolerance, indicating that its action is 
something more than a light screen. 


ANTIHISTAMINES 
These substances have their value as suppressants of urticaria, as anti- 
pruritics, and as hypnotics; but as topical remedies they are best avoided 
Sidi et al. (1955) state that in their experience promethazine (‘phenergan’ 
cream has been of late the commonest cause of contact dermatitis medica- 
mentosa. Photosensitization may follow and the patient is subsequently 
unable to take promethazine or chlorpromazine by mouth. Eczematous 
dermatitis following the use of antihistaminic applications is not unusual in 
this country but fortunately their topical use has not become as popular as 
on the Continent. 
A questionnaire sent out by Ellis and Bundick (1952) to some two hundred 
dermatologists practising in the United States of America showed that 


phenindamine tartrate was most often incriminated (and most often used 


he average estimate of the frequency of contact eczematous reactions was 
8.8 per cent. About a quarter of those who replied thought that anti- 
histaminic drugs used topically were of value, one-third were undecided, 
ind nearly two-fifths thought they were useless. In a contralateral controlled 
trial with phenindamine (‘thephorin’) cream Baldridge (1951) obtained 49 
per cent. relief with the vehicle and 47 per cent. relief with the medicament 
It is true that contralateral trials may be fallacious (Russell et al/., 1955) but 
nevertheless one would expect significantly better results to be obtained or 
the side to which the medicament had been applied if it was in fact effective 
Antihistaminic drugs have much greater use when taken by mout! 
Provided they have not been used topically, the incidence of drug eruptions 
is less from them than from barbiturates or carbromal. They are used today 
as much for their antipruritic and hypnotic effects as for their antihistaminic 
properties. Strauss et al. (1955) by a ‘double blind’ trial found the hypnotic 
effect of 50 mg. of methapyrilene hydrochloride to be as good as 1} grains 


(0.1 g.) of phenobarbitone 


EUPHORIANTS 
It is a depressing experience to have a skin disease, particularly if it 1s 
itchy, scaly, exudative, extensive, or unsightly. On the other hand, there is 
evidence (Kepecs et ai., 1951) that exudation from skin lesions increases 
when there is emotional tension and a desire to weep; it is an oft-repeated 
experience in practice that many skin eruptions, whether they be psoriatic 
‘seborrheric’, eczematous, or pruriginous, wax and wane with the mood of 
the patient. Improvement in the skin condition often coincides with a change 
in outlook from passive despondency to hope and activity. It is rational 


therapy to use euphoriant drugs in the management of those patients in 
whom depression is a conspicuous feature. Everything possible must be 
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done to prevent or discourage the unconscious use of the skin disease as a 
means of avoiding difficult situations and responsibilities. It may prove 
possible to induce a more satisfactory adjustment to life situations with the 
aid of sympathomimetic and euphoriant drugs 

In this respect, dexamphetamine is useful in a dose of 5 mg. on rising, 
with perhaps a second dose at noon. Chlorpromazine is far more toxic and 
is uncertain in its action—some patients benefit greatly from a dose of 25 
mg. twice or three times a day, whilst others obtain no relief or cannot 
tolerate it. It is indicated when anxiety is a more prominent symptom than 
depression. Barbiturates may give better relaxation but sometimes cause 
increased depression, and scratching may increase rather than diminish if 
the dose is inadequate. According to Rein and Goodman (1954), reserpine 
in a daily dose of 1 mg., produces relaxation and tranquillization in patients 


with many types of emotionally influenced dermatoses 


HOUSEWIVES’ DERMATITIS 

Housewives’ eczema or dermatitis (call it what you will) is one of the 
commonest of occupational hazards. All soaps and detergents degrease the 
skin to some extent, in proportion to their cleaning efficiency. The results 
are essentially the same, whether the skin fat is emulsified and rinsed off or 
whether it is removed by solution. The denuded keratin becomes exposed to 
the action of the cleaner, for a shorter or a longer time, depending upon the 
ability of the sebaceous glands to replace the lost fat and on the emulsifying 
and spreading properties of the sweat 

Van Scott and Lyon (1953), by incubating keratin with 1 per cent. solu- 
tions of synthetic detergents and soaps have produced evidence that these 
substances alter the molecular structure ef keratin. They believe that this 
de~aturing is the most important mechanism in the production of dermatitis 
ana t the effects of alkalinity have been exaggerated, the keratin having 
remarkable buffering properties. Nevertheless, the effects of alkalinity are 
considerable. Soaps are, of necessity, alkaline; synthetic detergents need not 
be, and are usually less alkaline than soaps. The neutralization of alkalis by 
the skin depends partly upon the acidity of the skin secretions and partly 
upon the amphoteric amino-acids of the keratin. Burckhardt (1947) sug 
gested that the rate at which the skin can neutralize alkali is an important 
factor in the prevention of dermatitis. ‘The greater the degreasing action of 


a cleaner, the greater also is the exposure of the horny layer to damage and 


the more it loses its power of neutralizing alkali; once the horny layer has 


been breached, the germinal layer itself and the dermis may be exposed to 
the direct action of physical, chemical and bacterial noxaw. Any serous 
exudation diminishes the natural acidity of the surface film. An alkaline 
cleaner is likely to cause greater harm than a neutral cleaner with equal 


degreasing action 
Housewives’ dermatitis is essentially a primary irritant dermatitis. Lyon 
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(1954), from extensive experience of patch testing with soaps and synthetic 
detergents, concludes that they act as mild irritants and rarely sensitize the 
skin. If the hands are dried without proper rinsing, an increase of concentra- 
tion can develop, particularly in the interdigital clefts and under rings 
Jambor and Suskind (1955) found no example of sensitization to soap or 
detergents among 57 patients who attributed their dermatitis to this cause 
About one-third of the patients were found to be sensitized to chromates, 
nickel, dyes, plants, perfumes, rubber or lanolin. These authors also stress 
the contributory effects of psychogenic disturbances, atopy, hyperidrosis, 
seborrheic dermatitis and ichthyosis. Gross et al. (1954) found impairment 
of alkali-neutralizing power in housewives’ dermatitis and in nummular 
eczema. Patients without manual eruptions and patients with allergic 
contact dermatitis or with atopic dermatitis did not show this defect. They 
suggest that housewives’ dermatitis may be a variant of nummular eczema, 
which implies that alkali-neutralizing deficiency may be a constitutional 
abnormality. Hence the equivocal claims of the terms, eczema and derma- 
titis; but attention must not be distracted from the fact that in the majority 
of cases, when the diagnosis has been firmly established, the three witches 
who concoct their dermatitis brew on this manual blasted heath are Too- Hot, 
Too-Long and Too-Strong. 

The advantages of prevention are obvious and need no further mention 
The precautions are elementary but, alas, often neglected. The housewife 
has no welfare officer to supervise her activities; her work is never done and 
she often has no deputy. As a result, she may continue working until het 
dermatitis is severe or even intractable. Prevention consists essentially in 
avoidance of hot, strong and long exposures; the use of rubber gloves, 
handled mops and brushes; and the replacement of lost fats by hand creams 
which can be buffered if desired, to maintain the acid ‘mantle’. Barrier 
creams are useful, but unless their limitations are appreciated they may give 
a false sense of security. The poly-dimethylsiloxanes or silicones make 
non-toxic, chemically inert, stable water-repellent creams, and are reputed 
to be effective against substances in solution, including alkalis 

Once dermatitis has developed, avoidance of further exposure 1s essential, 
but at this stage rubber gloves are rarely tolerated. Mild cases recover with 
the use of bland applications; but in the severest forms recovery may take 
months or the dyskeratotic process may persist indefinitely because the 
germinal cells have been damaged. No cream can give back to denatured 
basal cells the power to form a normal keratinous layer 

To end on a more cheerful note, it is well to mention that toilet soaps 
have a beneficial effect on the skin. Ramsay and Jones (1955) state that 
when the skin is cleaned with soap and water an adsorption layer of soap is 
formed and is converted in less than an hour into a layer of free fatty acids 
which cling tenaciously to the skin. These fatty acids have beneficial 
(bactericidal) effects as well as very occasional harmful (allergenic) effects. 
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Toilet soaps rarely cause dermatitis although they may aggravate existing 
dermatitis as, for that matter, may water itself. 


ENVOT 
The reviewer, wishing to make a trustworthy report on Dermatological 
Therapy, Unlimited, has placed as much emphasis on Gilt-edged and 
Consolidated Stocks as on New Issues, and has tried to eschew South Sea 


Bubbles. 
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ADVANCES IN THE TREATMENT 
OF RESPIRATORY DISORDERS 


By N. LLOYD RUSBY, D.M., F.R.C.P 


Physician, the London Hospital and the London Chest Hospital, 
Consulting Physician in Diseases of the Chest to the Royal Navy 


‘TuIs article is concerned primarily with recent developments in the treatment 
of certain respiratory disorders but a reassessment of established methods 
in the light of fresh experience is not excluded. Tuberculosis will not be 
considered, as it is reviewed elsewhere in this issue by Sir Geoffrey Todd 
(p. 402). 
PNEUMONIA 

A wide choice of antibiotics is now available for the treatment of this disease 
and attention has been focused upon the newer compounds, particularly 
in the light of complications attaching to their use. Chlortetracycline and 
allied substances have the advantage over penicillin of oral administration, 
and over chloramphenicol that the risk of agranulocytosis is less, especially 
in children. An investigation by the Medical Research Council, however, 
has shown that the bulk of the pneumonias encountered in everyday clinical 
practice are due to penicillin-sensitive organisms (pneumococci and strepto- 
cocci) and that this drug is preferable for routine use on the grounds of 
cost and safety. The tetracyclines have a wider range of application than 


penicillin and are effective not only against pneumococci and streptococci 
but also H. influenza, penicillin-resistant staphylococci, and certain strains 


of viruses. It is clearly important therefore to isolate the organism concerned 
and test its sensitivity to drugs if antibiotic therapy is to be placed on a 
rational basis. This should always be done if facilities exist. ‘Treatment 
should not be withheld meanwhile and if penicillin is chosen it can be used 
throughout if the response to it is satisfactory. If in a severe infection there 
is not satisfactory improvement after 48 to 72 hours there should be no 
hesitation in changing to one of the broad-spectrum antibiotics 

Of these new antibiotics there are three available, all of similar chemical 
composition and in all of which the scheme of dosage is the same—chlor- 
tetracycline (‘aureomycin’), oxytetracycline (‘terramycin’) and tetracycline 
(‘achromycin’; ‘tetracyn’). A satisfactory initial dose in an adult of average 
weight is 0.5 to 1 g. by mouth followed by 0.25 to 0.5 g. six-hourly or eight 
hourly until the infection is controlled and for twenty-four to forty-eight 
hours thereafter. Intravenous and intramuscular preparations are also avail- 
able for severe infection or if vomiting is present. Clinical reports show 
little difference in the effectiveness of any one of these substances, but there 
is some evidence to suggest that tetracycline has a lower incidence of toxic 
effects and is less likely than the others to cause staphylococcal diarrhea, a 
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condition manifested by the abrupt onset of diarrhea and fever with the 
passage of loose, offensive, green stools. This complication, which has also 
been called pseudomembranous enterocolitis, although rare, is grave and will 
prove fatal unless energetically treated by blood or plasma transfusion, 
pressor substances to maintain blood pressure and erythromycin to control 
infection. 

Williams (1954), in reporting the successful treatment of a girl aged 15, was 
forced to use erythromycin parenterally owing to vomiting, 300 mg. being given 
intravenously at first and by intramuscular injection at six-hourly intervals subse- 
quently 

Not all preparations of erythromycin are designed for intramuscular use 


EMPYEMA THORACIS 
Non-tuberculous empyema is almost always secondary to lung infection, 
but is now a much rarer complication of pneumonia than it was before 
antibiotics were available. The objects of treatment are threefold: (1) ‘To 
contro! the infection; (2) to obliterate the pleural space by encouraging the 
lung to expand fully; and (3) to accomplish (1) and (2) with as little reduction 
as possible of the mobility of the chest wall and of physiological function 
Provided the condition is diagnosed reasonably early, most cases will respond 
to conservative management consisting of repeated aspirations of pus daily 
or every other day, with intrapleural instillation of an antibio.ic (penicillin 
in the case of the pneumococcus, 100,000 units at each aspiration su ficing) 
Rib resection and drainage are seldom required. ‘The formation of plaques of 
fibrin may threaten the success of aspiration, but can be circumvented by 
the use of fibrinolytic enzymes: streptokinase and streptodornase. A con- 
venient preparation of these is ‘varidase’, which is available in vials, each 
containing 100,000 units of streptokinase and 25,000 units of strepto- 
dornase. The enzymes should be injected into the pleural cavity on alternate 
days, and aspiration and penicillin replacement be carried out on the inter- 
vening days. Some local discomfort and fever attend their use. Breathing 
exercises to encourage movement of the chest wall and diaphragm should be 
begun early. In the event of these measures proving a failure, surgical 
treatment is required: many surgeons today prefer decortication with 
pleurectomy under antibiotic cover to rib resection, if the lung underneath 
is healthy and on screening shows little expansibility. Excellent results can 
be achieved by this operation. A persistent bronchopleural fistula may 
necessitate lobectomy at the same time as the pleurectomy. The older 
‘unroofing’ operations devised by Schede and Roberts are now seldom 
required 
CHRONIC BRONCHITIS AND EMPHYSEMA 

The management of this common and disabling condition involves a com- 
bination of one or more of- several lines of therapy, depending upon the 
duration and severity of the disease and the distinctive features of each 
individual case: the control of underlying infection, elimination of bronchial 


secretions, relief of cyanosis by oxygen, treatment of right heart failure, 
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physiotherapy, protection from atmospheric pollution (the ‘smog’ mask) and, 
rarely, surgical measures. Of these, only the first three will be considered 
further as representing the important fields in which fresh knowledge has 
accumulated. 
BRONCHIAL INFECTION 

The bacteriologist has been hampered in his approach to chronic bronchitis 
by the number of organisms encountered, by their variability, and by diffi 
culty in deciding whether any one strain is specific or even predominant 
May (1953) has shown that the examination of a single culture from one 
specimen of sputum is an unreliable method of determining the presence of 
pathogens, and he has evolved a method of ‘differential colony counting’ in 
which cultures are made from at least five different parts of each specimen 
He found that respiratory ‘pathogens’ (pneumococcus, H. influenza, Staph 
aureus and Friedlander’s bacillus) are more variable in their presence than 
organisms of doubtful pathogenicity (e.g. non-hemolytic streptococci, \ 
catarrhalis) which are more evenly distributed; that the pathogens can be 
found in the mucoid as well as the purulent parts of the specimen; but that 
pathogens are more likely to be isolated from purulent sputa than mucoid 
sputa. Treatment of the pathogens by chemotherapy leads to diminution 
in the amount of pus, and clinical improvement 

These and other observations have brought into relief the importance of 
H. influenze as a cause of respiratory infections; this organism has been 
found not only in chronic bronchitis and in the acute episodes to which 
these patients are liable, but in bronchiectasis and pulmonary suppuration 
generally to an extent unsuspected a few years ago. It may be resistant to 
penicillin but sensitive to streptomycin or tetracycline and its elimination 
will often terminate an acute attack. Unfortunately there is in bronchitis a 
strong tendency for infection to recur, which may require further courses of 
antibiotic therapy. For this reason, Helm, May and Livingstone (1954) were 
prompted to try the effect of long-term antibiotic therapy for various chronic 
respiratory infections in place of intermittent therapy employed during 
acute exacerbations. They used oxytetracycline for this study. After an 
initial daily dose of 2 g. daily in three or four divided doses until the infection 
was controlled, a maintenance dose of 1 to 1.5 g. daily (divided) was reached 
and this was maintained as long as improvement lasted and no side-effects 
were experienced, Of the 17 bronchitics included in this study, 15 showed a 
good initial response, nine remaining on the drug with benefit for seven to 
twenty months. It is too early to state whether this line of treatment is 
effective and safe enough for routine use. It would appear that there is a 
prospect of relapse after stopping the drug no matter for how long it has 
been given; there is also a risk of the emergence of resistant strains of 
organism. 


BRONCHIAL CLEANSING 
Blocking of the bronchioles by tenacious secretion is a common occurrence 
and is one of the causes of breathlessness and cyanosis. An attempt has been 
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made to overcome this and to promote what Transatlantic workers call 
bronchial tree. Experience with these agents suggests that inhalations are 
wetting agents. Trypsin, ‘T'ween-8o and ‘alevaire’ have all been used for this 
purpose, therapeutic action depending upon the lowering of the surface 
tension and liquefaction of mucoid and mucopurulent secretions, thus 
making expectoration easy. A nebulizer or aerosol apparatus which will 
deliver a fine mist can be used. The preparation can be incorporated into 
the oxygen apparatus by means of a Collison inhaler, glass and plastic 
attachments being preferred to metal. The size of the inhaled particles is 
important as coarse particles fail to penetrate to the finer divisions of the 
bronchial tree. Experience with these agents suggests that inhalations are 
best prescribed at intervals for about ten to fifteen minutes at a time, 
particularly in the morning on waking, when the retention of secretions is 
greatest and expectoration particularly laborious, but they can also be used 
at other times throughout the day 

This method of treatment, used in conjunction with antibiotic therapy to 
control infection, has proved valuable in chronic bronchitis and emphysema, 
in the bronchitic episodes of mitral stenosis, in spasmodic bronchial asthma, 
in the treatment of postoperative chest complicaticns, and occasionally in 
chronic pulmonary tuberculosis with much emphysema 

Finally, the inhalation of these substances has proved life saving in acute 
laryngotracheobronchitis of children and in some cases has rendered trache- 
otomy unnecessary. In this condition, which is believed by some workers 
to be due to a virus, but in some instances is the result of a penicillin- 
resistant staphylococcal infection, the outstanding clinical findings are 
cyanosis due to anoxia and a respiratory rate raised out of proportion to the 
fever. The cause of death in these children is obstruction of the smaller 
bronchi or bronchioles by mucosal edema and sticky exudate. Gans (1954) 
has reported a study of the use of detergents in this condition. He observed 
two epidemics of the disease in consecutive winters, in the first of which 
antibiotics and oxygen only were used whilst in the second detergent mists 
were added to the therapy by means of an ‘oxygenaire’. In the first epidemic 
involving 41 children the mortality rate was 21.9 per cent.; in the second 
epidemic, of 27 children affected none died. No adverse effects of the 


treatment due to toxicity or allergy were seen 


OXYGEN THERAPY 
Detailed studies of the physiological adjustments made by the body in 
response to hypoxamua, which have already been undertaken and which are 
still in progress, have shown that the giving of oxygen is by no means a 
simple matter and that there are inherent dangers attaching to it 
An emphysematous patient is cyanosed for two main reasons: first, and 
chiefly, on account of inadequate mixing of gases in the alveoli, a defect of 


the ventilation-perfusion mechanism; secondly, and variably, owing to 


bronchial spasm and the blocking of the bronchioles and alveoli by viscid, 
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mucoid secretion and inflammatory exudate. It is to combat the first of these 
that oxygen is prescribed, the second being dealt with by other methods 
previously outlined. The respiratory centre becomes relatively depressed 
and the carotid body nerve-endings play a role of increased importance in 
maintaining ventilation. The stimulus to respiration, in fact, becomes the 
hypoxamia itself with the resulting danger that, if hypoxzmia is relieved 
too quickly and completely, ventilation becomes depressed and the CO, 
tension in the blood rises. It is now widely recognized that oxygen ‘toxicity’ 
per se is quite unimportant clinically, and that any ill-effects that follow its 
use are entirely due to CO, retention, the main signs of which are twitching 
of the limbs, peripheral circulatory failure, occasionally papilladema, and 
drowsiness progressing to coma which may end fatally. An increase in the 
CO, tension of the blood is accompanied by a fall in pH and a rise in the 
blood urea, the pH of the blood being important since it has been shown 
that signs of CO, narcosis do not occur unless it falls. It is at this point that 
the comp nsatory mechanism of the kidneys comes into force. 

From tl.ese rather complex clinico-physiological observations certain 
important practical deductions can be drawn: (1) Hypoxamia is a dangerous 
condition and should be relieved by oxygen, but the gas should be ad- 
ministered with caution, either intermittently or at a low rate of flow 
(2 litres/minute) which can be gradually increased to raise the saturation 
level of the blood to 85 per cent. Full saturation in pulmonary emphysema 
is not essential. (2) The use of an oxygen tent in a chronic hypoxemic 
patient is more likely to lead to CO, narcosis than the nasal catheter method 
or even the oxygen mask. The nasal catheter therefore, by virtue of its very 
inefhiciency, is possibly the safest method of administering oxygen to em- 
physematous patients in routine hospital practice and in the home. An 
oxygen mask, however, is often better tolerated by an ill patient than a 
nasal catheter and can be safely used provided the precautions outlined 
above are observed. (3) The accessory causes of cyanosis such as bronchial 
infection and the retention of secretions should receive appropriate 
treatment. 

BRONCHIAL ASTHMA 
The most notable advance in the treatment of this condition in recent 
years has been the use of cortisone and corticotrophin (ACTH) and it is now 
possible to form some judgment upon their usefulness. Corticotrophin has 
been employed primarily to terminate an acute attack of status asthmaticus 
and is often successful. The initial dose recommended is in the neighbour- 
hood of 100 mg. intramuscularly daily, in divided doses of 25 to 30 mg. 
six- or eight-hourly. This should be maintained for two days, or until a 
response is evident, and the dose thereafter steadily reduced by 20 mg. 
daily. In very severe cases, 100 mg. have been given by means of an intra- 
venous drip. The longer lasting corticotrophin gel is also effective and has 
the advantage of reducing the number of injections: the amount used should 
be half that of the liquid preparation. Cortisone is given by mouth: 200 mg. 
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daily in four divided doses is advisable in the beginning, steadily reducing 
the amount by 25 mg. daily, depending upon the response. The intra- 
muscular route can also be used. 

Several points must be noted if this method of treatment is selected: 
(1) Neither cortisone nor corticotrophin should be prescribed indiscrimin- 
ately but only after conventional methods of treatment have failed. These 
should include aminophylline, 0.5 g. intravenously, and adrenaline solution 
(1:1000) subcutaneously, 1 minim (0.06 ml.) a minute. (2) If bronchial 
infection is present this should first be controlled by antibiotics, together 
with antispasmodics, for this may itself terminate the attack. (3) Cortico- 
trophin is likely to be most successful in ‘allergic’ bronchial asthma with a 
raised eosinophil count. (4) Side-effects due to these drugs are rarely seen 
during the short period of their administration but mental instability may be 
observed: dependence on the drug may result and prove a tiresome feature. 
(5) The treatment is not always successful; relapse commonly occurs but 
may be deferred for several months. In the 10 patients with severe intractable 
asthma whom he treated in this way Pearson (1955) found that the initial 
response was very poor in one, fair in one, good in four, and excellent in 
four. Most of them relapsed sooner or later although not all required a 
further course of corticotrophin. 

A somewhat different problem is furnished by the chronic ambulant 
asthmatic, rarely free from respiratory difficulty, unable to work and who 
seldom passes an undisturbed night. There is some evidence that these 
patients can be helped by a maintenance dose of cortisone, adjustable to 
circumstances, over a long period. In so disabling a condition, if other 
measures have failed and if infection is a negligible factor in causation, or 
absent, it may be justifiable to accept the risks attaching to prolonged 
cortisone therapy. But further experience of the method is required before 
anything further can be said on this subject. It can be finally stated, how- 
ever, that treatment with corticotrophin or cortisone, whether on a short- 
term or long-term basis, should never lead to neglect of the full assessment 
of each individual case 

SARCOIDOSIS 
This disease affects many organs of the body but notably the lungs, causing 
enlargement of the hilar lymph nodes and diffuse changes in the paren- 
chyma. Often symptomless at onset, the recognition of the disorder has in 
recent years been rendered easier by mass radiography of the chest, and 
confirmation of the diagnosis has been sought by biopsy of an enlarged 
lymph node (if one is present), by removal of the scalene nodes for histology, 
by liver, and occasionally by lung, biopsy. Recent work on the Kveim 
reaction suggests that this test has diagnostic value and is a useful and safer 
alternative to liver or lung biopsy. It has the additional advantage that it can 
be used in outpatients. The test consists of the injection into the skin of the 
forearm of an antigen prepared by emulsifying sarcoid tissue in saline, the 
tissue being most conveniently obtained by excising an affected lymph node. 
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If the test is positive a papule develops after a few days which later becomes 
nodular and persists for several months. Biopsy of a portion of this nodule 
shows characteristic histological features. James and Thomson (1955) found 
the test positive in 12 out of 16 patients with sarcoidosis and negative in 28 
patients with tuberculosis and in 19 with other diseases. 

The fact that the cause of the disease remains unknown, and that its 
relationship to tuberculosis is still uncertain, has proved the greatest handi- 
cap in treatment. Similarly, the apparently favourable course which many 
examples of the disease pursue—a steady development of the changes over 
several months to be succeeded by an equally steady regression—has led to 
hesitation in embarking upon treatment by drugs which are not themselves 
devoid of risk. Nevertheless, if the process steadily extends in the paren- 
chyma of the lung and becomes converted into fibrous tissue there is a grave 
danger of permanent respiratory embarrassment and of cor pulmonale. For 
these progressive examples treatment is desirable. 

Two drugs have been used with some success: calciferol and cortisone 
Chey have been employed chiefly in pulmonary sarcoidosis as it is in this 
form of the disease that the effect of treatment can best be observed by 
means of serial x-rays. Calciferol is given orally in 50-mg. doses thrice daily, 
or it can be administered by injection in the form of ‘sterogyl’, 600,000 units 
once a week, and the treatment can be maintained for several months. In 
view of the danger of metastatic calcification, estimation of serum calcium is 
advisable at least every two weeks, with regular examination of urine ‘or 
albumin and an occasional measurement of the blood area. Good results 
following calciferol have been claimed but the natural tendency of the disease 
to spontaneous remission renders evaluation difficult. 

Cortisone has been used in sarcoidosis more recently. In view of the 
possible relationship between sarcoidosis and tuberculosis, and because of 
the adverse effect which cortisone may exert upon tuberculosis when used 
alone, tuberculous antibacterial therapy is given with cortisone in the treat- 
ment of sarcoidosis. Hoyle, Dawson and Mather (1955) have recently 
published their experience of this drug in 38 patients with pulmonary 
sarcoidosis, employing it in those in whom an unfavourable trend had been 
established after six months to a year of observation. Progress of the disease 
on therapy was studied not only by radiography but also by serial liver 
biopsies. At the start of the investigation these authors used streptomycin 
and PAS alone for three months and added cortisone later if little or no 
improvement was seen; later, cortisone was used from the beginning. The 
dose of the drugs employed was 100 to 150 mg. of cortisone daily with 12 g 
of PAS daily and 1 g. of streptomycin thrice weekly for two months. The 
dose of cortisone was then reduced to 75 to 100 mg. daily. Treatment can be 
maintained for as long as a year. During therapy added salt in the diet should 
be restricted, the patient weighed regularly, the blood pressure recorded, 
and the urine examined for sugar. These authors observed radiographic 


improvement in 17 out of 20 patients so treated, and a regression of sarcoid 
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follicles in eight patients in whom serial liver biopsies were carried out. The 


authors point out that extensive changes, particularly if long standing, are 


unlikely to respond 


MALIGNANT DISEASE 

his article would be incomplete without reference to this subject even 
though, from the therapeutic point of view, it is a most depressing one 
Carcinoma of the lung in males alone is now responsible for approximately 
double the number of deaths each year due to pulmonary tuberculosis in 
both sexes. Bignall (1955) has made a survey of 317 patients with this disease 
who attended the Brompton and Royal Marsden Hospitals during 1951. He 
found that a fifth had symptoms for less than two months and half for more 
than four months: but there is reason to believe that improved methods of 
detection will not significantly alter the number suitable for surgery. One in 
20 with a history of less than a month had metastases. In only 18 per cent 
of the total number could the growth be removed. It is clear that surgical 
treatment will only be successful in a very small proportion of patients and 
that it will be necessary to look elsewhere for much improvement in the 
prognosis. As a result of new methods and techniques, deep x-ray therapy 
is more efficient than it was formerly, but has barely passed from palliative 
to curative therapy 

In the management of the peripheral type of growth known as the pleural 
endothelioma or mesothelioma, in which the general physical condition 
remains good for many months but a large, often haemorrhagic, effusion 
causes breathlessness and recurs quickly after removal, the outlook 1s a littl 
more hopeful. There is some evidence that the intrapleural use of radioactive 
colloidal gold (confined to special clinics) will sometimes prevent the rapid 
formation of fluid, thus contributing to the patient's comfort even if it does 


’ 
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ADVANCES IN THE TREATMENT 
OF TUBERCULOSIS 


By SIR GEOFFREY TODD, K.C.V.O., O.B.E., M.B., F.R.C.P 
Medical Superintendent, King Edward VII Sanatorium, Midhurst 


In the last two years or so many articles have been written on the advances 
that are taking place in the treatment of pulmonary tuberculosis. It is 
impossible in an article such as this to discuss thoroughly all the advances 
and their scientific implications. | have attempted merely to give the 
advances in treatment as applied in our institution over the last few years 
The present trends in the treatment of pulmonary tuberculosis are the use 
of chemotherapy in minimal and early lesions, greater freedom to the 
patient after treatment, the decreasing use of reversible collapse measures 
such as artificial pneumothorax and pneumoperitoneum, and the frequent 
use of lung resection for residual caseo-necrotic areas and other rounded 
types of nodules. 
CHEMOTHERAPY 

All these trends have come into vogue following the discovery of strepto- 
mycin by Waksman and his co-workers in 1944 and the combination of this 
drug with both PAS and isoniazid since the trials of the Medical Research 
Council have shown the need of giving the drugs in combination. A con- 
siderable amount of knowledge has been accumulated over the past twelve 
years covering the use of antibacterial drugs in the treatment of pulmonary 
tuberculosis ; in consequence, any article now written will mainly recapitulate 
work already carried out. Of the antibacterial drugs, three are in general 
use: streptomycin, paraaminosalicylic acid (PAS) and isoniazid. Many 
others have been given clinical trials, such as viomycin, oxytetracycline and 
the thiosemicarbazones. In the United States, pyrazinamide has been tried 
clinically in combination with isoniazid. During the last few months a 
further antibiotic, cycloserine, has been given clinical trials and a pre- 
liminary report has been issued (Epstein et al., 1955). 

The three drugs in general use should always be given in combination 
and various trials of these combinations to delay resistance have been 
conducted in Great Britain by the Medical Research Council, and in the 
United States by the Veterans Administration and Public Health Service. 
The various combinations in general use are daily streptomycin with 
PAS, streptomycin with isoniazid, and isoniazid with PAS; the combinations 
used vary with the type of cases to be treated. For the minimal case without 
sputum and with no evidence of cavitation, or the same type producing 
sputum, 1 g. of streptomycin with 200 mg. of isoniazid can be given daily 
for a long period without danger of resistant organisms proving troublesome 
If the case shows much evidence of caseation and cavitation, however, it is 
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wiser to give 1 g. of streptomycin daily, with 20 g. of PAS daily: these cases 
will need to be watched carefully for signs of resistant bacilli emerging. It is 
a well-known fact that the greater the degree of cavitation present in any 
case of pulmonary tuberculosis the more chance there is of resistant bacilli 
emerging under treatment with the antibiotic drugs. 

The use of intermittent streptomycin three times a week, with PAS 
daily, appears satisfactory in most cases but, should intermittent strepto- 
mycin with daily isoniazid be given, organisms resistant to isoniazid are 
prone to appear (Medical Research Council, 1953, 1955), and we have 
found it necessary to give streptomycin every other day with daily isoniazid 
to have a reasonable chance of resistant organisms not becoming an anxiety. 
We would not give streptomycin on alternate days, with daily isoniazid, to 
patients with extensive cavitation with caseation. In patients who respond 
quickly to antibiotics, with conversion of the sputum at a fairly early date, 
the danger of resistant organisms is much reduced and the drugs can be 
taken for a much longer period than was at first thought wise. The modern 
trend of treatment with antibacterial drugs is in favour of prolonged courses, 
lasting many months or even up to two years. 

One must keep in mind that complications can occur from the use of 
these drugs. Streptomycin causes trouble with the eighth nerve, especially 
its vestibular division; thus it may produce dizziness, vertigo and difficulty 
in walking. Should any of these complications occur, although they would 
appear not to progress after withdrawal of the drug, we do warn the patient 
of the inherent danger in driving a car or crossing busy roads in the dark 
These complications more often occur in the older age-groups. Drug 
rashes, due to sensitivity, are occasionally encountered. It is important to 
remember that the people who administer streptomycin may show a 
sensitivity in the form of contact dermatitis; this complication can often 
be prevented by the wearing of gloves. During the last few years at Midhurst, 
complications in patients receiving streptomycin have been few, and only 
one case of sensitivity in the staff giving the drug has been noted. In a few 
cases, PAS causes gastro-intestinal upsets, such as nausea and vomiting, 
loss of appetite and diarrhoea. Rarely, a skin rash occurs. Isoniazid has 
relatively few complications, peripheral neuritis being recorded in some 
cases, and psychological upsets have been recorded on cessation of the drug 


PRIMARY TUBERCULOUS PLEURAL EFFUSIONS 
Since the advent of antibacterial drugs it has become possible to treat these 
effusions in their acute stage by early aspiration without the fear of com- 
plications such as high temperature and signs of general toxemia, as was 
the wont in earlier aspiration before their advent. At the end of each 
aspiration, streptomycin, 1 g. in 5 ml. of normal saline, is injected into the 
pleural sac. At the same time, 1 g. of streptomycin, with 200 mg. of isoniazid, 
is given daily for two months, followed by streptomycin, 1 g. every other 
day, with isoniazid daily during the whole of the further period in the 
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institution, which is generally a further four months, and in certain cases 
will be continued for a further six months on return to home life. The 
cases are screened after each aspiration and the aspirations can be carried 
out daily until no fluid remains. 

In a trial at the Connaught Military Chest Hospital (Mackay-Dick and 
Rothnie, 1954), it appeared well established that the larger effusions 
absorbed much sooner when this method was adopted; the average aspira- 
tions were three in number, and loss of lung function, due to thickened 
pleura, with consequent deformities of the thoracic cage, was completely 
absent. If this procedure is to be successfully carried out, the patient must 
be in a special chest unit where all facilities, such as x-rays and pathological 
laboratories, are available. However quickly the fluid dries up and the 
symptoms of toxemia disappear, it is essential to keep the patient at rest in 
bed for three months and take at least a further three months to get him 
back to full activities before he leaves the institution. 

In the past, tuberculous pleural effusions have sometimes been con 
sidered of little moment, but when one considers the breakdown rate in the 
following five years, which has varied from 10 per cent. to 30 per cent., 
one realizes the necessity for adequate treatment. It is to be hoped that with 
the advent of chemotherapy the breakdown rate will be greatly reduced 
but it is as yet too early to give results. 


MINIMAL LESIONS 

Since the more general use of mass radiography, small lesions have been 
found in a great number of cases; the most difficult problem is to know 
which are active. Following a trial of 430 cases of minimal disease in the 
Royal Air Force, followed over a period ranging from six to 126 months 
the majority being kept at work, it was found that the minimal breakdown 
rate of apparently inactive cases was 11 per cent. Further, pathological 
examination in inactive disease of this type removed has shown that it is 
possible to find tubercle bacilli on direct smear in a large proportion of the 
specimens and to produce a positive culture from many of the cases 

We consider that ail cases of minimal lesions should be treated with 
antibiotics and in those cases not proceeding to surgery 1 g. of streptomycin, 
with 200 mg. of isoniazid, should be given daily for one month, followed by 
1 g. of streptomycin every other day, and 200 mg. of isoniazid daily, for a 
further minimal period of six months. On return to work, they should be 
x-rayed every three months for the first year, six-monthly for the next two, 
and thereafter as often as thought fit by the physician in charge of the case 


ARTIFICIAL PNEUMOTHORAX 
During the last few years, both in Britain and abroad, this treatment has 
been used much more sparingly. In certain types of cases, however, it is of 


great value. Our indications for pneumothorax are cases showing scattered 


infiltrative type of disease of a fairly widespread nature in people of the 
younger age-group. We also use it in those cases with recent thin-walled 
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cavitation, not exceeding 3 or 4 cm. in size, and surrounded by infiltration 
In cases with cavitation at the apex of the lower lobe, it also proves of use 
but a number of the cases so treated may need resection at a later date 
Our contraindications for pneumothorax are endobronchial disease, 
extensive fibroid disease with or without cavitation, solid nodules, single or 
multiple, over 2 cm. in size, and collapse of a segment of the lung 
Pneumothorax is never induced until a course of two to three months of 
chemotherapy has first been completed. Complications in pneumothorax 
are much fewer following the introduction of chemotherapy. It is important 
to remember that cases of pneumothorax appear to do better if one person 
conducts the treatment throughout, and when the time comes for re- 
expansion it is essential that the patient be watched with great care and that 


his activities be reduced for at least three months. When the lung has 


almost completely re-expanded, antero-posterior tomograms should be done 


together with other clinical investigations, to make certain that the disease 


is remaining quiescent 


PNEUMOPERITONEUM AND PHRENIC PARALYSIS BY 
CRUSHING THE NERVI 

Our main indications for the use of pneumoperitoneum are chronic bilateral 

disease at the apex, as it appears to enhance the value of treatment with 

antibiotic drugs. We use it in unilateral disease of a fairly acute nature in 

order to help to stabilize the infiltration, making further operative measures 

possible at a later date. We also consider its use in cases of active disease of 


ve, with or without cavitation, as an adjuvant to treatment with 


the lower lol 


antibiotics, keeping in mind that at a future date operative interference by 


removing the diseased area may have to be undertaken. It is only in this last 
type of case that phrenic paralysis by the crush method is used in this 
institution 
PLOMBAGE OPERATIONS 

hese are still in vogue in some institutions and in capable hands have 
proved of great value in selected cases. Postoperative deformities are reduced 
to a minimum and the operation is carried out in one stage: this is of value 
psychologically to certain types of patients, especially young women. Ws 
have not used it to any extent at Midhurst but the after-results of some of 


the cases operated upon before admission prove its value 


THORACOPLASTY 
This operation is still of great value and is used extensively in our hospital 
for patients who need irreversible collapse measures and who, because of 
the unsuitable distribution of the disease, do not come into the categories 
for lung resection. Quite often, after three to six months’ treatment with 
antibiotics, acute unilateral cases become favourable cases for this pro- 
cedure. The same can be said of bilateral cases, one side being far more 


extensively involved than the other. The less affected side heals sufficiently 
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with antibiotics to allow thoracoplasty to be performed on the opposite side. 
Whereas in the early days large nine-rib thoracoplasties were the rule, it is 
now possible with modern technique to control the disease with four, 
five, six or seven ribs, according to the case in question. 

Much has been said about the deformities following the operation but in 
our opinion these are overstressed, for with good surgery followed by 
careful nursing and physiotherapy the deformities are reduced to a minimum 
allowing the patient to return to‘a normal active life. For many years our 
patients have been returning to all types of occupations including the Army 
and Air Force and full-time civilian work in all parts of the world. Following- 
up these patients at regular intervals proves their ability to stand up to 
normal life with full work, and the breakdown rate is minimal 


LUNG RESECTION 

During the last seven years, this type of surgery has played an ever- 
increasing part in the treatment of pulmonary tuberculosis. The operation 
consists either of a wedge resection of a small portion of the lung, removal 
of a segment or segments of a lobe, removal of a whole lobe, or a combination 
of these. A variety of cases are suitable for this type of surgery. They 
include: the small rounded shadow; the broncho-pneumonic type of disease 
which after chemotherapy leaves a residual localized lesion with or without 
cavitation; disease of the whole of one lobe; nodular disease, small in 
amount, situated in one, two or perhaps three segments of the upper lobe; or 
one nodule in a segment of the upper lobe with a nodule in the apex of the 
lower lobe. Certain cases, such as destroyed lung, warrant a pneumonectomy 

Cases must be treated individually but as a general rule all should have a 
minimum of four months’ chemotherapy before operation and certain types 
require six months’ chemotherapy. All should have their chemotherapy 
continued for a considerable period after the operation. Our procedure is 
to give the drug during the whole of their postoperative stay, which is 
generally five months, and in most of the cases a further six months’ 
treatment with the drug is given after discharge. This is a general rule but 
stress must be laid on the fact that each case is an entity and some will need 
an even longer period of chemotherapy after discharge 


rUBERCULOUS EMPYEMA 
This is now a rare complication since the introduction of antibiotics but 
when it occurs the treatment has been revolutionized in the last few years 
The affected pleural sac is removed and any portion of the underlying lung 
that is affected 


THE IMPORTANCE OF SANATORIUM TREATMENT 


It is important to remember that with all these advances sanatorium routine 
still plays an important part in treatment. During the last few years, 
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sanatorium treatment has been considerably criticized, but the fact remains 
that the carefully organized discipline, with regular hours of rest and 
recreation, good food and diversional occupations, helps to restore patients 
to full health. A routine way of life, probably foreign to quite a number of 
people before their illness, is discovered, and on return to normal life, by 
carrying out the routine so learnt, they are able to carry on work with less 


risk of the trouble recurring. 


THE ROLE OF THE RADIOLOGIST AND THE PATHOLOGIS1 
Various departments as well as the medical play an important part in the 
treatment. The x-ray department has had much extra work placed upon it 
since the almost routine use of tomograms. On admission all patients 
should have antero-posterior tomograms and, if surgery is likely to be 
considered, lateral tomograms of the affected area should be done in order 
that both the physician and surgeon can be aware of the extent of the disease 
on admission. When the time for operative measures arrives further antero- 
posterior and lateral tomograms should be carried out. By these methods, 
accurate localization of the affected areas can be determined before removal 

The pathology department plays an ever-increasing part in the treatment: 
for example, the careful investigation of the removed specimen and the 
isolation of bacilli from solid foci in patients who have been repeatedly 
negative before operation, proving the value of resection in these cases, 

Mass radiography is being used on a far greater scale and we are finding 
an increasing number of cases in their early stages. By treating these at 
once, return to normal life can be accomplished at an earlier date than was 
the case in past years when the disease may have silently increased to 
become fairly widespread before symptoms occurred, calling the patient's 
attention to his complaint 

SUMMARY 
Che main advances in treatment have been: (i) the universal use of anti- 
biotics in the combination best suited to the case, (ii) the use of reversible 
and irreversible collapse measures, and (iii) the ever-increasing use of 
lung resection 

In order that the best results should be obtained, it is important that the 
whole of the staff of an institution work as a team, discussing together the 
treatment of the patient at all stages and thus being competent to deal with 
any emergency that may arise 

The main aim of treatment is still to return each patient to f 


| employ- 
ment at the earliest moment compatible with a minimal chance of a future 


breakdow: 
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ADVANCES IN THE TREATMENT 
OF RENAL DISEASE 


By ARTHUR M. FISHBERG, M.D 
The Medical Service of Beth Israel Hospital, Vew York City 


In none of the diseases generally included in the concept of Bright's diseas« 
has therapy, other than prophylactic, attained the ideal of elimination of the 
cause. Such lack of success would hardly be anticipated in the antibiotic era 
for the evidence is beyond cavil that the vast majority of cases of glomerulo- 
nephritis occur in the wake of streptococcal infections. The situation has 
analogies with rheumatic fever, which also follows streptococcal infections 
and is likewise uninfluenced, except prophylactically, by penicillin. Never 
theless, although etiological treatment of the various forms of Bright's 
lisease still eludes us, better understanding of the mechanism of the 


physiological derangements resulting from renal disease, and improvement 


n methods of combating them, have enormously improved therapeutic 


results in recent years 


ACUTE RENAL INSUFFICIENCY 

During the 1939-45 War, improved treatment of shock resulted in the 
survival of a higher proportion of the wounded who had passed through 
prolonged period of hypotension. Unfortunately, however, this entaile 
in increased incidence of post-traumatic renal insufficiency. The same 
been true of major surgery and other causes of protracted hypotensior 
Moreover, the chief agent in promoting survival from the original shock 
producing trauma—blood transfusion—on occasion leads to renal failure 
through the intermediary of incompatibility. The resulting high incidence 
#f post-traumatic renal insufhciency has led to intensive study of the 
problem, with definite, indeed striking, improvement in the results. It has 
become clearer than heretofore that even in extremely severe tubular 
necrosis the potentiality for regeneration is very great; if renal insufhciency 
and its consequences can be withstood for one to two weeks, there is an 
excellent chance of recovery. The following are the main advances which 
have increased the likelihood that the patient will survive until spontaneous 


recovery has set in 


WATER AND ELECTROLYTE BALANCI 
The enormous importance of maintaining water and electrolyte balance in 
acute renal insufficiency has become evident. For many years oliguria in 
acute renal insufficiency was taken as an indication for ‘forcing fluids’, in 
the illusory hope of increasing urinary volume. But. unless the patient 


previously accumulated a water deficit as a result of lessened drinking or 
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vomiting, sweating or other extra-renal loss, experience si 


ows that in acute 
renal insufhciency increasing water intake does not result in augmentation 
of urinary volume. The only consequence of administering large volumes of 
water to a non-dehydrated and oliguric patient is retention of the water wit! 
resultant hypotonicity (if the water does not contain equivalent amounts of 


sodium) of the extracellular fluid, and secondary deleterious effects on the 


cells. If saline solutions are given im excess ol the amount excreted to a 


; i } 


hcit, the result is increased blood 


patient without previous water and salt de 
volume, edema, hypertension and heart failure. Before the introduction of 
the intravenous drip, patients were largely protected from excessive fluid 


intake by anorexia. Since then, however, there have been many iatr wenic 


casualties in acute renal insufhciency as a result of excessive fluid admunistra- 

thon It has beet po ted out that many vears ago, 1.€ before the use of the 
, : , 

intravenous drip, survival of completely anuric patients for more than two 


weeks was more common than in recent years 
If the patient with acute renal insufficiency is dehydrated by vomiting 


} 


anorexia orf ther cause, the water deficit should be mack ip If the patient 





is not vomiting, sweating or febrile, each day an amount of water equal to 
the previous day's urinary output plus an allowance of between 8oo and 
1.100 mil. for extra-renal loss may be given: if there is vomiting, diarrhcea 
rever of ther cause of additional extra-renal water ys, the intake is 
correspondingly augmented. If possible it is preferable to give fluid by 
mouth, but often nausea renders this impossible; sometimes, cl orpromazine 
permits drinking that would not otherwise be feasible 

The nature of the fluid administered in acute renal insufficiency is 
governed by homeostatic considerations. Contrary to the situation in chronk 
congestive heart failure or long-standing cachectic states, where attempts to 
restore the normal electrolyte constellation of the extracellular fluid some 
times do more harm than good, in acute renal insufficiency it is often 
feasible and beneficial to bring the serum sodium, potassium, chloride and 
bicarbonate levels to their normal heights. If vomiting, diarrhoea, fluid 
loss at peratior dra ning fistula or other causes have produce 1 severe 


sodium and/or chloride depletion, the intravenous infusion of hypertonic 


2 or < per cent.) sodium chloride solution may be enormously helpful 


Disproportionately great sodium loss with resultant acidosis calls for sixth 
; , : , 7 

molar sodiun actate (if liver function is good r 1.5 per cent. s dium 

bicarbonate solution. If a flame phot meter 1s availabic, a rough measure of 

the sodium deficit in the non-cedematous patient may be obtained by 


multiplying the difference between 142 mEq. per litre and the serum sodium 


level by 14 litres the approximate I ‘nal volume of the extracellular fluid 
This, however, is no more than a rough guide: it takes no account of 
intrace ar sodium 

In some cases of acute renal insufficiency, potassium retention becomes 


significant and may prove lethal thro igh the effect of a high potassium ieve 


in the intercellular fluid on the heart. Dangerous hyperkalamia is most apt 
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to oceur in those instances of acute renal insufficiency which are secondary 
to massive tissue necrosis (and consequently is much more common in 
military than in civilian practice), and may also result from administration 
of large volumes of orange juice or other fluids rich in potassium to oliguric 
patients. Detection of hyperkalamia is one of the great aids rendered by the 
flame photometer in the treatment of renal insufficiency; the myasthenia is 
rarely so extreme as to point strongly to hyperkalamia rather than other 
uremic factors as the cause, and serum potassium may rise to dangerous 
levels before the electrocardiogram is pathognomonic. Hyperkalemia above 
6 mEq. per litre carries with it the danger of cardiac failure and calls for 
prompt treatment. Usually the hyperkalemia accompanies hyponatraemia; 
correction of the latter may favour transfer of potassium from the extra- 
cellular compartment where it is dangerous in excess to the cells, may help 
renal excretion through improving renal blood flow, and probably serves 
to restore equilibrium in physiological processes in which sodium and 
potassium are antagonistic. Intravenous administration of glucose, with one 
unit of insulin for each two grammes of sugar, causes withdrawal of 
potassium from extracellular fluid to participate in glycogen formation 
The combined administration of sodium chloride and glucose plus insulin 
sometimes produces spectacular, albeit temporary, improvement in mani- 
festations of hyperkalamia, documented objectively in the electrocardiogram 
Calcium gluconate should also be given because of physiological antagonisms 
between calcium and potassium ions. Ion exchange resins free of potassium 
have also been used in the treatment of hyperkalemia, but the alimentary 
tract of these very sick patients rarely permits the use of the 45 grammes 
or so daily of the resin needed. 

On rare occasions vomiting or diarrhoea in acute renal insufficiency 
produces hypokalamia (or it may result from a biliary or intestinal fistula 
pari passu with the production of pre-renal azotamia); correction of hypo- 
kalamia must then proceed cautiously because of the danger of a swing to 
hyperkalamia in the presence of poor kidney function 


rHE DIET IN ACUTE RENAL INSUFFICIENCY 
In addition ‘o its role in regulating the composition and volume of the 
extracellular fluid, the kidney has an indispensable function in the excretion 
of the end-products of protein catabolism. For this reason, virtual starvation 
was enforced by some in the treatment of acute renal insufficiency. It is 
now known, however, that protein catabolism, urea production and total 
urinary solutes are all far less per day on a diet containing 100 grammes or 
more of glucose than during starvation. Also important, since hyperkalamia 


is among the dangers in acute renal insufficiency, is the fact that the 
administration of glucose combats the liberation of potassium from the cells 
into the extracellular fluid. Thirdly, the antiketogenic action of the glucose 
may be significant. The rationa] diet in acute renal insufficiency therefore is 
protein-free and high in carbohydrate. There is also evidence that not only 
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carbohydrate but also fat with its high caloric yield is valuable in retarding 
protein catabolism. For this reason, especially in Great Britain and Holland, 
a high-carbohydrate, high-fat diet has been extensively used in the treatment 
of acute renal insufficiency. Various mixtures of fats and sugars have been 
given orally or by stomach tube; prepared emulsions of sucrose and 
vegetable oil in water are available commercially. In my experience attempts 
to give considerable amounts of fat to acutely oliguric patients have led in 
most instances to gastro-intestinal disturpances and recently I have almost 
always given glucose alone. In nauseated and vomiting patients, the glucose 
has been given in 40 or 50 per cent. solution through a plastic catheter 
introduced high into a brachial or femoral vein and left in place. It can often 
be given by mouth, however, especially with the aid of chlorpromazine to 
combat vomiting. As already mentioned it must be remembered that the 
high-potassium content of orange juice renders it an undesirable source of 


sugar in extreme oliguria 


rHE DIURETIC PHASE 
Improvement from acute renal insufficiency due to necrotizing nephrosis 
passes through a diuretic phase (this is not nearly so pronounced during 
recovery from acute glomerulonephritis), in which the urinary volume may 
exceed five litres daily. A plausible explanation of this sequence of events 
is that during the oliguric stage the necrosis of the tubular epithelium has 
led to solution of continuity of the tubular wall with resultant back-diffusion 
of the glomerular filtrate, whilst the diuretic phase represents that stage of 
the process in which regeneration of the tubular cells has proceeded far 
enough to prevent this back-diffusion but in which active reabsorption of 
glomerular filtrate is still defective, with resultant deficiency in conservatior 
vf water and solutes. In the diuretic phase serious or even fatal water and 
electrolyte depletion may occur. ‘These are the cases, formerly not rare, in 
which fatalities occurred despite a rise in urinary volume to three or four 
litres, at a time when the physician was congratulating himself that all was 
well. The danger ts, of course, greater if salt restriction is continued after 
diuresis has set in. It is important that the water (in one case 9 litres daily 
was needed for two days), sodium chloride and potassium intake be increased 


to keep pace with the urinary loss 


PREVENTION OF INFECTION 
Patients with renal insufficiency severe enough to produce uramic mani- 
festations are very susceptible to infections. The mechanism of this susc epti 
bility has not been elucidated: deficiency in gamma globulins, as in the 
nephrotic syndrome, is not present. Infections formerly contributed 
substantially to mortality im acute renal insufficiency. Antibiotics have 
improved therapeutic results by helping to tide patients over until renal 
function improves. Penicillin should be given routinely, as well as a ‘broad 


spectrum’ antibiotic when an organism insensitive to penicillin is present 
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Streptomycin should be avoided, unless specifically indicated, because of the 
occasional deleterious effects on renal function. It should be borne in mind 
that in renal failure the usual doses of antibiotics produce high blood levels. 


EXTRA-RENAL ELIMINATION 
Various techniques have been introduced in the past few years having as 
their objective extra-renal elimination of potential urinary constituents and 
repair of derangements in extracellular fluid, so that life may be maintained 
until renal function improves. Among these have been irrigation of the 
stomach, small intestine or colon with large volumes of appropriately 
constituted solutions. ‘These procedures are very trying to the patient, may 
produce cedema or other disturbances in water and electrolyte balance, and 
are of dubious value. Exsanguination (exchange) transfusion has recently 
been used, especially in France, in the treatment of uremia: about 1.5 times 
the patient’s volume of blood is required. Various complications may occur 
when transfusing so much blood into a uremic patient, and the value of this 
method of treatment is not yet proven. Continuous or intermittent peritoneal 
irrigation with hypertonic solutions has been extensively employed in the 
therapy of acute renal insufficiency. With this procedure the non-protein 
nitrogen of the blood can often be lowered substantially. ‘Technical diffi- 
culties, however, are common: despite antibiotics, peritoneal infection is 
almost constant, and distension is frequent. The superiority of the results 
over those obtained by conservative treatment has not been proved. 

The only method for promoting extra-renal elimination in acute renal 
insufficiency that seems significant at present is extracorporeal dialysis by 
Kolff’s artificial kidney and its modifications. In the artificial kidney the blood 
from an artery passes along a tube immersed in a bath containing a solution 
against which the blood dialyzes and then returns to a vein. Kolff found 
that the urea clearance of his apparatus may exceed that of the normal 
human kidneys. Marked azotamia may be reduced to normal levels and the 
uremic patient be subjectively improved. Unfortunately, such untoward 
complications as overhydration, hemorrhage from heparinization, hemo- 
lysis, hypertension and heart failure have not been rare in some hands. ‘The 
artificial kidney is available in only a few hospitals. It demands a team of 
trained personnel and if not in frequent use is apt to be inefficiently applied 
In recent years the recovery rate from necrotizing nephrosis in civilian life 
is of the order of 80 per cent.; in what circumstances this recovery per- 
centage is increased by the use of the artificial kidney requires further 
study. In the Korean War, in post-traumatic anuria in previously healthy 
young men, it appears that dialysis was often the preferable method of 
treatment. In civilian life the frequency of complications militates against 
the use of the artificial kidney in the elderly. 


ACUTE GLOMERULONEPHRITIS 
This disease may follow tonsillitis or other streptococcal infection which 
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has been promptly and successfully -treated with sulphonamides or anti- 
biotics. Nevertheless, although the evidence is perhaps not conclusive, there 
is increasing reason to believe that treatment of streptococcal infections 
with antibiotics does have considerable prophylactic value as regards 
subsequent glomerulonephritis. In New York City, the incidence of acute 
glomerulonephritis in recent years has been much less than it was two 
decades ago. The most probable explanation seems to be that the diminution 
in glomerulonephritis during this period is due to the almost universal use 
of sulphonamides and antibiotics in infections. Moreover, whilst there are 
still numerous cases of subacute bacterial endocarditis in New York City, 
diffuse glomerulonephritis has become an extremely rare complication since 
penicillin treatment was introduced 

Unfortunately, as much cannot be said for the therapeutic, as for the 
prophylactic, value of antibiotics in acute glomerulonephritis. They do not 
seem to influence the renal process and are indicated only for concomitant 
infections for which they would be used in the absence of glomerulonephritis 
Nor, despite the practically conclusive evidence that an antigen-antibody 
reaction is concerned in the pathogenesis of glomerulonephritis, and some 
favourable early observations, does cortisone or corticotrophin seem of value 

In the actual treatment of acute glomerulonephritis, the chief improve- 
ment of recent years has been the application of the principles which I have 
discussed in connexion with acute renal insufficiency. In the first days of 
acute glomerulonephritis, the chief danger is not uremia but rather left 
ventricular failure with acute pulmonary cedema and, less often, hyper- 
tensive encephalopathy due to cerebral edema. There is no doubt that 
in the past, hypertension and pulmonary and cerebral edema were favoured 
by the free administration of fluid without salt restriction. When sodium 
intake is limited to 200 mg. daily at the onset of acute glomerulonephritis 
and the water allowance is adjusted as in acute renal insufficiency, congestive 
heart failure and cerebral edema are rarities, peripheral edema is not 
massive and in fact usually vanishes quickly, and hypertension is most often 
modest 

The newer hypotensive drugs can lower blood pressure in acute glomerulo- 
nephritis, but side-effects may be disquieting and their sphere of usefulness 
has not yet been delimited. In hypertensive encephalopathy (cerebral 
cedema) in acute glomerulonephritis, hypotensive drugs have seemed to me 
the most valuable remedies at our disposal. The effects may be spectacular: 
repeated convulsions may be terminated, the sensorium may clear, and such 
manifestations as amaurosis of cerebral origin may disappear within hours. 
In hypertensive encephalopathy the hypotensive drugs should be given by 
injection and with great caution. I have been using veratrum preparations 
(‘veriloid’, protoveratrines A and B) and hydrallazine (‘apresoline’) rather 
than the more potent hexamethonium and pentolinium (‘ansolysen’), 
pending better understanding of the dangers of the latter by injection in 


acute glomerulonephritis. Whether or not hypotensive drugs should be 
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given routinely when the blood pressure is raised in acute glomerulonephritis 
remains to be established. I have used hypotensive drugs only exceptionally 
in acute glomerulonephritis: in cases in which the diastolic pressure 
exceeded 110 mm. Hg in adults. The hypotensive action of oral Rauwolfia, 
when it occurs, is too slow for use in acute glomerulonephritis. 

Duration of bed rest.—-Formerly patients recovering from acute glomerulo- 
nephritis were often kept in bed too long. Hyposthenuria is common for 
months after acute glomerulonephritis. Slight proteinuria, often but not 
necessarily orthostatic, and a few red blood cells may persist in the sediment 
for many weeks or even months. Because of such findings, children, and 
even adults, have been kept in bed for months, with all the entailed psycho- 
logical and physical disadvantages. There is no evidence that such prolonged 
bed rest diminishes the likelihood of chronicity, and the patient should be 
allowed to be up and about once the urinary findings have become stationary. 
In contradistinction to rheumatic fever, after recovery from acute glomerulo- 
nephritis is complete, a second attack of the disease is of the greatest rarity; 
I have never seen a clear-cut instance. 


rHE NEPHROTIC SYNDROME 

There has been little change in recent years in the dietary management of 
the nephrotic syndrome: i.e., the clinical picture resulting from massive 
proteinuria, whether the latter be due to glomerulonephritis, chronic (lipoid) 
nephrosis, diabetic glomerulosclerosis, amyloidosis or other cause. Almost 
universal agreement has been attained that the diet best suited to the 
nephrotic syndrome, uncomplicated by significant excretory insufficiency of 
the kidneys, is poor in sodium and high in both protein and calories. Fluid 
intake is regulated by the thirst of the patient; restriction of water does not 
favour the clearing of edema. Nor, despite the usual lipamia, has any 
benefit been shown to result from curtailment of lipids in the diet. It 
appears that about 100 grammes a day of protein in the adult is the optimum 
ration for nephrotic patients whose caloric intake is high; protracted 
observations in the nephrotic syndrome indicate that exceeding this protein 
intake does not further augment protein storage, and a higher protein diet 
is difficult for many patients. In growing children the optimum protein 
intake seems to be about 2.5 g. per kg. body weight. In the United States 
an aid in the dietetic management of the nephrotic syndrome has been the 
recent commercial availability of sodium-poor fluid milk (50 mg. Na per 
litre). 

The most important recent advance in the treatment of patients with 
the nephrotic syndrome has been the use of cortisone or corticotrophin. In 
some nephrotic patients these hormones lead to copious diuresis with 
clearing of adema which has resisted sodium restriction and the organic 
mercurial diuretics. The diuresis may be, but is not always, accompanied 
by diminution in proteinuria (even occasionally, to the extent of temporary 
disappearance), rise in serum albumin and fall in serum lipids. ‘The 
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mechanism of hormonal diuresis in the nephrotic syndrome is obscure. 
Whilst there is some evidence that glomerular filtration is increased, in all 
probability the sodium and water diuresis is produced through effects on 
the hormonal control of tubular reabsorption. In this connexion it is 
interesting that prednisone (‘meticorten’), which does not produce sodium 
retention in usual dosage, seems to be as effective as cortisone in the 
nephrotic syndrome 

Cortisone or corticotrophin produces diuresis in about two-thirds of 
patients with the uncomplicated nephrotic syndrome. The proportion is 
higher in children and lower in adults. If there is impairment of renal 
function, or hypertension, the chances of success are smaller and the risk 
of untoward side-effects is greater. These hormones should not be used in 
the presence of more than minimal azotamia or hypertension 

Diuresis is most apt to occur after termination of a seven- or ten-day 
course of corticotrophin or cortisone. A widely followed plan is to give an 
adult 100 mg. of corticotrophin, or 300 mg. of cortisone, daily for ten days 
In the first days there may be salt and water retention. In the last days of 
the course diuresis may occur, but more often it first starts from one to three 
days after cessation of the hormone. If diuresis has occurred, it may then 
be possible to maintain the patient edema-free for long periods by rigid 
sodium restriction, but most often the edema recurs sooner or later. ‘This 
may sometimes be averted by giving cortisone intermittently—for three 
consecutive days of each week. Steroid therapy in the nephrotic syndrome 
should be accompanied by penicillin because of the susceptibility of the 
patients to infection. Corticotrophin and cortisone should be regarded as 
symptomatic therapy in the nephrotic syndrome; there is no reason to 
believe that they affect the fundamental course, and the recoveries, which 
are not rare in children, are to be regarded as spontaneous 

Diuresis can usually be produced in the nephrotic syndrome by the daily 
intravenous injection of 50 grammes of salt-poor albumin. The injections 
may be of great value or even life-saving in nephrotic crises, but otherwise 
they are hardly to be recommended; they are very expensive and the effects 
are transitory, the injected albumin being quickly lost in the urine. Organic 
mercurial diuretics sometimes, but not always, produce diuresis in the 
nephrotic syndrome. Initial effectiveness is usually gradually lost. Not rarely, 
cation exchange resins produce diuresis in chronic nephrosis; this may 
occur in cases in which steroids have proved ineffective 

The introduction of sulphonamides and antibiotics has prolonged the 
life of many nephrotic patients, and thus allowed opportunity for the 
spontaneous recoveries which are not rare in children. Formerly, pneumo 
coccal and other infections carried off most of the patients. Prophylactic 
administration of penicillin, akin to what has proved effective in rheumatic 


children, may be worth while, although this has not yet been proved 





ADVANCES IN ENDOCRINOLOGY 


By A. W. SPENCE, M.D., F.R.C.P. 
Physician, St. Bartholomew's Hospital 


Nowapbays, endocrinology falls into two parts—the study of the functions 
and disorders of the ductless glands themselves and the relationship of these 
glands to general medicine as a whole. As Dr. Raymond Greene reviewed 
the repercussions of endocrinology on medicine and surgery in this journal 
in 1953 (The Practitioner, 1953, 171, 392), 1 shall confine myself to the 
narrower field of the glands themselvcs. 


THE PITUITARY GLAND 

Hypothalamic control.—For many years it has been established that both the 
antidiuretic and oxytocic activities of the posterior pituitary lobe are con- 
trolled by nervous stimuli from the hypothalamus. Bilateral destruction of 
the paraventricular and supraoptic nuclei of the hypothalamus causes atrophy 
of the posterior lobe and polyuria; electrical stimulation of the neural stalk 
in the rabbit inhibits water diuresis and increases intestinal peristalsis and 
uterine contractions as a result of increased secretion of antidiuretic and 
oxytocic factors. More recently, Cross and Harris (1950) demonstrated that 
electrical stimulation of the supraoptico-hypophysial tract in lactating 
rabbits resulted in the ejection of milk, attributed to increased secretion of 
oxytocin. 

There is also evidence that the secretion of hormones of the anterior 
lobe—gonadotrophin, corticotrophin (ACTH) and, to a less extent, thyro- 
trophin—is under hypothalamic control. Lesions placed in the hypothalamus 
cause either genital atrophy or marked development of the ovarian follicles 
Electrical stimulation of the hypothalamus of rabbits under conditions 
which eliminate the complicating factor of emotional stress results in a 
lymphocytopenia which is interpreted as being due to release of cortico- 
trophin (de Groot and Harris, 1950). Emotional stress increases the secretion 
of corticotrophin by causing hypothalamic stimulation. 

Peripheral hormonal control.—By peripheral hormones are meant hor- 
mones of the ‘target’ glands which are secreted in response to stimulation 
by the specific hormone of the anterior pituitary lobe. Were there no 
mechanism whereby the secretion of the anterior pituitary hormones is 
inhibited, there would result an ever-increasing blood level of the peripheral 
hormones unless they were rapidly destroyed or excreted. There is evidence, 
however, that the blood level of the peripheral hormones regulates the 
secretion of the anterior pituitary hormones. For instance, a fall of blood 
thyroxine below the normal level results in thyroid hyperplasia; this can 
only be produced by increased secretion of thyrotrophin. On the other hand, 
a rise of blood thyroxine above the normal level, such as is produced by the 
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administration of desiccated thyroid to a normal person, inhibits the 
secretion of thyrotrophin and the thyroid gland reverts to the resting phase 
Androgens inhibit the secretion of gonadotrophins, estrogens that of the 
follicle-stimulating hormone and progesterone that of the luteinizing hor- 
mone. ‘The knowledge of the inhibitory action of cortisone on the secretion 
of corticotrophin is of importance when the hormone is employed in the 
treatment of general medical diseases over a prolonged period, for cortical 
atrophy is produced; if the administration of cortisone is stopped suddenly 
adrenal insufficiency may follow. The mechanism whereby the peripheral 
hormones control the secretion of the anterior pituitary hormones is 
unknown 
DIABETES INSIPIDUS 

There are occasions when the differentiation of diabetes insipidus and 
hysterical polydipsia may be difficult. The antidiuretic action of nicotine, 
originally discovered by Burn and his colleagues (1945), is utilized as a test 
which is often of value in determining the diagnosis. After the intravenous 
injection of nicotine into a normal subject an antidiuretic substance re- 
sembling the hormone of the posterior lobe appears in the urine and the 
diuresis which normally follows the ingestion of a litre of water is inhibited 
(Burn, 1951; Taylor and Walker, 1951). It has been concluded that nicotine 
acts by stimulating the supraoptic nucleus in the hypothalamus, with 
consequent liberation of antidiuretic hormone from the posterior lobe. In 
patients with diabetes insipidus there is little or no liberation of antidiuretic 
hormone following the intravenous injection of nicotine acid tartrate and 
hence there is little or no inhibition of water diuresis, whereas in patients 
with hysterical polydipsia, in whom the supraoptico-hypophystal system is 


intact, the response is that of a normal subject (Cates and Garrod, 1951) 


HYPOPITUITARISM 
The clinical features of hypopituitarism fall into three groups: those due to 
failure of gonadal function, those due to adrenal cortical deficiency and 
those due to secondary hypothyroidism. These disturbances are of varying 
degrees, but it is generally recognized that those first to appear are usually 
symptoms due to gonadal failure. The use of anterior pituitary extracts is 
unsatisfactory in the treatment of hypopituitarism on account of refrac- 
toriness to the hormones which develops after a few weeks of therapy 


through the formation of antihormone factors. Corticotrophin is not an 


exception in this respect (Brown and Greenblatt, 1952; Whittaker and 


Whitehead, 1954). The hormones used therefore are those of whatever 
peripheral glands appear to be affected—cortisone, deoxycortone, testos- 
terone and thyroid. (Estrogens, administered cyclically, are rarely indicated 
since they produce little effect apart from an artificial monthly uterine 
bleeding 

As cortisone does not possess as great a salt-retaining potency as deoxy- 
cortone, this latter hormone together with sodium chloride, 3 g. daily, is 
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necessary in patients with salt depletion, the doses required being 12.5 to 
37-5 mg. of cortisone daily by mouth and, after stabilization by daily intra- 
muscular injections, 100 to 200 mg. of deoxycortone acetate implanted 
subcutaneously every eight months. Androgens, produced by the adrenal 
cortex in both sexes, are concerned with the maintenance of libido, the 
growth of body hair and the anabolism of protein. Even female patients 
demonstrating adrenocortical insufficiency are thus often benefited by the 
oral administration of methyltestosterone in doses of 10 to 20 mg. daily or 
by the subcutaneous implantation of 200 mg. of testosterone every four 
months; but some women receiving cortisone find no additional benefit 
from androgen therapy. In my experience the type of treatment by which 
the best result is obtained varies from patient to patient: one may be main- 
tained in good health with deoxycortone and testosterone, another with 
cortisone and thyroid, whilst others will require all four of these hormones 

H ypopituitary coma.——A serious complication of hypopituitarism is coma, 
which may develop in severe or in long-standing cases. Caughey and Garrod 
(1954) have discussed the following factors which may precipitate uncon- 
sciousness: operations on pituitary tumours, hemorrhage into a pituitary 
adenoma (rare), infections, hypoglycemia, hypersensitivity to drugs and 
anzsthesia, sodium depletion, water retention either after a water-loading 
test or occurring spontaneously, cerebral anoxia and hypothermia. Caughey 
and Garrod found that poor adrenal function is a more frequent cause of 
hypopituitary coma than is thyroid failure and consider that this is the 
fundamental factor in producing coma in the presence of stresses such as 


operations, infection and hypoglycemia: hence the protective effect of 


cortisone at these periods. 

Treatment of hypopituitary coma.—When a patient is found to have hypo- 
pituitary coma, search should be made for a precipitating infection which, if 
present, should be treated with the appropriate antibiotic. As there is no 
time to wait for the results of blood analysis, 50 ml. of a 50 per cent. solution 
of glucose are injected intravenously on the supposition that hypoglycaemia 
may be present. At the same time, 100 mg. of hydrocortisone alcohol dis- 
solved in 500 ml. of isotonic saline are infused intravenously and 10 mg. of 
deoxycortone acetate are injected intramuscularly. Thereafter, 50 mg. of 
cortisone acetate should be given six-hourly, either intramuscularly or by 
nasal tube, and 5 mg. of deoxycortone acetate are injected intramuscularly 
daily (Caughey and Garrod, 1954; Hart, 1955). If hypoglycemia is present 
the further administration of glucose should be given as a § per cent. 
solution in isotonic saline by intravenous drip. In cases of hypothermia the 
most promising treatment is to raise the body temperature by immersing the 
patient in a hot bath (Sheehan and Summers, 1952). 


THE THYROID GLAND 
Trnodothyronine.—-Gross and Pitt-Rivers (1952) synthesized the substance, 
3:5:3 -/-triiodothyronine (thyroxine less one iodine atom) and identified 
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its presence in human plasma. It has been isolated in small amounts from 
fresh ox thyroid (Pitt-Rivers, 1953). Gross and Pitt-Rivers (1953) found 
that in rats it is about five times more active than /-thyroxine, and in the 
treatment of human myxedema Trotter (1953) found it to be about four 
times more active. The effect of triiodothyronine on the basal metabolic rate 
in human myxcedema is more rapid than that of /-thyroxine and is much less 
prolonged (Lerman, 1953). Lerman also observed that, whereas a single 
intravenous injection of /-thyroxine produces a rise in the plasma protein- 
bound iodine, there is little or no rise after injection of triiodothyronine and 
that after repeated doses triiodothyronine is rapidly cleared from the blood 
He suggested that the protein-bound iodine content of the blood is due to the 
presence of thyroxine and that thyroxine is converted in the tissue cells into 
truodothyronine which is the effective thyroid hormone. ‘This explains the 
delay in the action of /-thyroxine and of desiccated thyroid. The discovery 
of truodothyronine is of considerable scientific importance, but the hormone 
is not superior to desiccated thyroid or /-thyroxine in the treatment of 
hypothyroidism 

Intithyroid action of para-aminosalicylic acid.—A number of cases of 
goitre and hypothyroidism arising as a result of the use of para-aminosali- 
cylic acid has been reported since its introduction in 1946 for the treatment 
of tuberculosis. Until recently they were relatively few, but Macgregor and 
Somner (1954) have reported that of 83 tuberculous patients thus treated 20 
developed a goitre, often with hypothyroidism, an incidence of 23 per cent 
By studying the radioactive iodine uptake of the thyroid gland, Hanngren 
(1952) has shown that in therapeutic doses para-aminosalicylic acid will 
inhibit the synthesis of thyroxine in the same way as does thiouraci! 


RADIOACTIVE LODINE IN THYROID DISEAS!I 
Diagnosis.—I\n selected centres the use of radioactive iodine, |"', is now an 
established method of investigating thyroid function, more particularly when 
the clinical diagnosis is in doubt. It is impossible here fully to discuss the 
various methods that have been adopted, but in brief they are: (i) the uptake 
of radioactive iodine by the thyroid gland; (11) the rate of accumulation of 
iodine by the gland; (iii) the urinary excretion of iodine; (iv) the volume of 
plasma cleared of iodide by the thyroid gland in a unit of ime (Pochin, 1950); 
and (v) the estimation of the protein-bound radioactive iodine of the plasma 
(Goodwin et al., 1951). A combination of some of these methods is often 
employed." 

Ihe uptake of iodine by the thyroid gland and the rate of its accumulation 
are increased in hyperthyroidism and diminished in hypothyroidism, but 
there is an overlap at both ends of the normal figures. With either of these 
methods high values are obtained in any condition which increases the 
avidity of the thyroid gland for iodine, such as non-toxic hyperplastic goitre 
and recent treatment with antithyroid drugs, and low values are obtained 
when iodine has been previously administered. The urinary excretion of 
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radioactive iodine between six and twenty-four hours after its administration 
is under 4 per cent. in hyperthyroidism and over 25 per cent. in myxcedema, 
the normal figures being between 10 and 25 per cent. (Mason and Oliver, 
1949). Goodwin and his colleagues (1951) observed that the protein-bound 
plasma activity forty-eight hours after administration of the dose was above 
0.4 per cent. of the dose per litre of plasma in hyperthyroidism and below 
0.1 per cent. in normal subjects. 

Treatment of hyperthyroidism.—The principle on which radioactive 
iodine therapy for hyperthyroidism is based is the selective concentration of 
the substance by the thyroid gland, which is therefore subjected to intense 
beta radiation from within. There are certain difficulties in estimating the 
correct dose. Improvement may be observed within a month, but if the 
response is unsatisfactory a second dose may be given after a lapse of three 
months. Nodular goitres do not respond as well as diffuse goitres because 
they are less capable of taking up iodine. The only hazard of radioactive 
iodine therapy is the danger of its producing thyroid carcinoma many years 
later. For this reason, in Britain, this form of treatment is not advocated for 
patients under 50 years of age. It is absolutely contraindicated in pregnancy 
and in nursing mothers because the fetal thyroid gland and that of the 
breast-fed child will take up the isotope (Pochin, 1952). In most cases 
radioactive iodine therapy is not the treatment of choice. 


EXOPHTHALMOS 

Because exophthalmos could be produced in laboratory animals by treatment 
with thyyvotrophic extract of the anterior pituitary gland, it was concluded 
that excessive secretion of thyrotrophin might be responsible for exophthal- 
mos in man. Some doubt was thrown on this conception by the clinical 
observations that severe exophthalmos or exophthalmic ophthalmoplegia 
may be present when the degree of hyperthyroidism is slight and may be 
absent when the hyperthyroidism is severe, and that, whereas the condition 
may arise after subtotal thyroidectomy for toxic goitre, its occurrence is rare, 
if not unknown, in spontaneous myxcedema, in which the level of blood 
thyrotrophin is increased. Dobyns and Steelman (1953) consider that the 
thyrotrophic extracts which produce exophthalmos contain two factors 
one which stimulates the thyroid gland (thyrotrophin) and one which causes 
exophthalmos, for they have separated two fractions, a thyroid-stimulating 
fraction which causes relatively little exophthalmos and a fraction which 
produces exophthalmos with little hyperthyroidism. Further, Gilliland and 
Strudwick (1953) have observed that the blood level of thyrotrophin is 
raised in toxic goitre, but not in exophthalmos unassociated with hyper- 
thyroidism. On the basis of these findings it is doubtful whether thyrotrophin 
can be held responsible for exophthalmos. 

Treatment.—The use of thyroid, estrogens or testosterone to depress 
pituitary function is ineffective in the treatment of exophthalmos or of 
exophthalmic ophthalmoplegia. There have been conflicting reports con- 
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cerning the value of cortisone and of corticotrophin, but recently a panel 
appointed by the Medical Research Council (1955) has investigated this 
question. It found that no significant benefit occurred in the majority of 
cases, but considered that in some patients the dosage might have been 
inadequate and insufficiently prolonged and that this mode of therapy was 
worthy of a further trial in larger doses, more especially in patients with 
progressive exophthalmos of sudden or recent onset with chemosis. Irradia- 
tion of the pituitary gland is said to be beneficial sometimes, but probably the 
most effective method at present available is radiotherapy to the orbital 
tissues (Jones, 1951). 
THE ADRENAL GLANDS 

1/dosteron: Che adrenal cortical hormone, aldosterone, was isolated in 
crystalline form from the adrenal glands through the collaboration of 
Simpson and Tait, of the Middlesex Hospital, London, Wettstein and 
Neher, of Ciba Ltd., Basle, and Von Euw and Reichstein, of the University 
of Basle (1953). Its chemical structure was later established by the same 
team (1954). Aldosterone is unique among the steroid hormones in con- 
taining an aldehyde group attached to C,, of the steroid ring: it is the 
18-aldehyde of corticosterone. Research on the biological actions of aldo- 
sterone has been hampered by the small supply obtainable 

Aldosterone is about 25 times more active than deoxycortone in causing 
sodium retention, 5 times more active in promoting the urinary excretion of 
potassium and 25 to 30 times more active in maintaining life Its actions are 
also similar to those of hydrocortisone, but it has little effect on carbohydrate 
metabolism. In Addison’s disease clinical improvement is rapidly brought 
about with daily intramuscular injections of doses as low as 0.15 to 0.2 mg 
(Mach et al., 1954), and Kekwick and Pawan (1954) demonstrated that the 
hormone is equally effective when given by mouth. In man and in the dog 
its secretion is independent of corticotrophin and the rate of its secretion 
appears to be affected by the intake of electrolytes; for instance, a low-salt 
diet produces a compensatory secretion of the hormone, thus somewhat 
limiting the effectiveness of such a diet. For a fuller description of aldo- 
sterone reference should be made to the reviews by Gaunt, Renzi and 
Chart (1955) and by Prunty (1955) 

Fluorohydrocortisone.—The attachment of bromine, chlorine or fluorine to 
C, of the steroid ring of corticosteroids has been shown to produce a 
compound which is more potent than the natural hormone (Fried and Sabo, 
1953). Fluorohydrocortisone, which is more active than the other halogen 
derivatives of hydrocortisone, possesses all its physiological properties and 
is active by mouth. Its effect on sodium retention approaches that of aldo- 
sterone (Liddle et al., 1954). In the treatment of Addison's disease, Goldfien 
and his colleagues (1955) observed that the effect on electrolytes of 0.5 mg 
of fluorohydrocortisone was equivalent to that of 2 mg. of deoxycortone 
acetate. Garrod, Nabarro and Walker (1955) have confirmed this finding and 


have shown that o.s mg. of fluorohydrocortisone has a much greater sodium- 
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retaining activity than 50 mg. of cortisone acetate, but is less active than 
this amount of cortisone on carbohydrate metabolism. Fluorohydrocortisone 
represents an advance in the treatment of adrenal insufficiency. 
Deoxycortone _trimethylacetate 
is employed in the form of Regitine Smgix 
microcrystals in aqueous suspen- : 
sion for maintenance therapy in 
adrenal insufficiency after the 
patient has been stabilized by 
daily intramuscular injections of 
deoxycortone acetate in oil. The 
dose required is about 30 times 
the daily dose of deoxycortone 
acetate injected intramuscularly. 
The advantage of the preparation 
is that a single intramuscular 








injection is effective for four 





weeks or more (Thorn and a 
23 Mim 


. 0 e ‘4 8 ‘y 6 
Jenkins, 1952; Spence, 1953). 
: re Fic. 1.—Showing a positive response to phen 


Treatment of Addison's disease. solamine (‘rogitine’) in hypertension due to 
The treatment of Addison’s a phwochromocytoma 
disease is with cortisone and 
deoxycortone and also, in the case of an Addisonian crisis, with intra- 
venous hydrocortisone as already described for adrenal insufficiency 


secondary to hypopituitarism. 

Adrenogenital syndrome.—Cortisone has been shown to be of value in 
differentiating between an adrenal tumour and adrenal cortical hyperplasia 
The daily intramuscular injection of large doses of cortisone over the period 
of a week depresses the secretion of corticotrophin and results in a fall in 
the urinary excretion of 17-ketosteroids in cases of adrenal hyperplasia, 
whereas there is no such reduction in cases of adrenal tumour (Jailer, Gold 
and Wallace, 1954): a tumour is not dependent on corticotrophin for the 
production of its secretion. In adrenal virilism due to hyperplasia, treatment 
with cortisone may result in decrease of the hirsuties, development of the 
breasts and the return of normal menstruation. Clinical improvement is also 
obtained in children with pseudosexual precocity due to congenital adrenal 
hyperplasia (Wilkins et al., 1951, 1952a,b). 


ADRENERGIC BLOCKING AGENTS 
Adrenergic blocking agents are substances which abolish or decrease hyper- 
tension when it is caused by excess of adrenaline and noradrenaline, but not 
when it is due to some other cause. They are believed to act by combining 
with the adrenaline-specific receptor, thereby competing with adrenaline. 
They are therefore employed in the diagnosis of pheochromocytoma during 
the hypertensive phase (fig. 1), and are of value in controlling the blood 
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pressure before and during operative removal of the tumour. Examples of 
adrenergic blocking agents are benzodioxane (‘piperoxane’), dibenamine 
and phentolamine (‘rogitine’). Phentolamine has the advantage of never 
causing the rise of blood pressure that is sometimes produced by benzo- 


dioxane in essential hypertension 
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LAST year a cartoon in The New Yorker showed an enthusiastic female 
conversationalist addressing a rotund gentleman with the question, ‘What 
ever possessed you to become a gastroenterologist?’. Gastroenterologists 
sometimes must wonder about this themselves, particularly when they fret 
at the relatively unchanging aspect of their therapeutics. Has there been any 
real advance in the medical treatment of peptic ulcer, of liver disease, of 
pancreatitis, or of constipation? For the negative answers that he must give 
the gastroenterologist is in good measure himself to blame. He has been too 
ready to pursue the latest empirical will-o-the-wisp, and in so doing has 
relegated to the background the basic studies in gastro-intestinal physiology 
and pharmacology so necessary for significant therapeutic progress 

Yet the field is not entirely sterile: new ideas are sufficiently numerous 
and cogent to challenge traditional routines and to effect a gradual moulding 
of therapeutic practices. To illustrate these trends, I propose to make and 
defend four statements pertaining respectively to achalasia of the esophagus, 
anticholinergic preparations, acute upper gastro-intestinal bleeding, and the 
use of corticotrophin or adrenocortical hormones in the treatment of 


intestinal diseases 


ACHALASIA OF THE C&SOPHAGUS 

Achalasia of the esophagus is a disorder of the cholinergic innervation, leading 
simultaneously to impaired propulsion in the body of the esophagus and failure 
of relaxation at its distal end. Anticholinergic drugs fundamentally intensify 
the abnormality. Medical management consists of sedation or mechanical pro- 
cedures adequate to lacerate muscle in the distal esophagus 

Over the years, many anatomists have held that the distal esophagus 
possesses special structural characteristics. This viewpoint has been re- 
emphasized by Lerche (1950), who states that the esophagus proper (the 
body of the a@sophagus) terminates in a constriction called the inferior 


cesophageal sphincter, which is located 2 to 3 cm. above the point where the 
tubular lumen of the esophagus widens into the gastric cardia. Between 
this point and the inferior cesophageal sphincter is a tubular segment called 
the vestibule. According to Lerche, the junction of esophageal and gastric 
mucosa defines the distal end of the vestibule, but the conclusion appears 
unavoidable that gastric mucosa extends into the vestibule for a variable 
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distance. Physiologically and pharmacologically, the body of the esophagus 
and the vestibule react differently (Ingelfinger et a/., 1954). In the body, an 
integrated peristaltic wave is the normal response to swallowing; it depends 
upon a normal cholinergic innervation and is prevented by damage to the 
intramural nerves of the a@sophagus or by strong anticholinergic drugs 
The vestibule does not partake in the contractile response to swallowing 
but relaxes in response to an advancing peristaltic wave. This relaxation 
also depends upon normal cholinergic innervation and is inhibited by 
anticholinergic agents in potent doses.. The body and vestibule of the 
cesophagus, in their inverse response to cholinergic stimuli, thus demonstrate 
that reciprocal responses to autonomic stimulation do take place in the 
norma! human gut 

The concept of a segment between the aesophagus and stomach with 
characteristic motor function facilitates understanding, and consequently 
therapy, of c@sophageal disorders. Thus achalasia is a specific disorder 
affecting both the esophageal body and the vestibule: because of damage 
to the intrinsic cholinergic nervous system, swallowing fails to initiate 
(a) peristalsis in the body and (b) relaxation in the vestibule. Only the 
concept of a vestibule explains why the distal narrowed area in achalasia is 
always a segment, never a ring. An equally important characteristic of 
achalasia, however, is impaired cesophageal peristalsis. ‘This is not merely a 
secondary phenomenon; even in early cases with little evidence of distal 
obstruction, cesophageal peristalsis is always deranged 

Drugs that mimic cholinergic stimuli evoke striking effects in the 
cesophagus affected by achalasia: e.g., 3 to 6 mg. of methacholine (‘mecholyl’), 
given intramuscularly, cause a violent tetanic contraction of the lower half 
of the awsophageal body (Kramer and Ingelfinger, 1951). Since the con- 
traction in the body is painful and leads to regurgitation of awsophageal 
contents, methacholine or other parasympathomimetic agents are not 
therapeutically useful. ‘They do provide, however, a diagnostic tool useful in 
differentiating achalasia from scleroderma and certain malignant growths 
in the gastro-cesophageal area. The increased sensitivity of the esophageal 
muscle to methacholine in patients with achalasia is consistent with the 
view that the disease is caused by a diffusely damaged intramural nervous 
system. In our opinion, the diagnosis of achalasia is untenable if metha- 
choline fails to produce its characteristic response 

Anticholinergic agents are also contraindicated in the treatment of most 
cases of achalasia. On the basis of what has been said, strong anticholinergic 
stimulation, as may be effected by 25 to 50 mg. of methantheline bromide 
(‘banthine’) intramuscularly, should induce a state resembling cardiospasm 
with an unrelaxed vestibule and vermiform in the normal cesophagus, and 
nonpropulsive contractions in a dilated body. This it does. The effects in 
achalasia are equally predictable: if natural or synthetic anticholinergic 
agents are used, distress and pain may be relieved because irregular spasms 


in the body of the esophagus are decreased. On the other hand, because 
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vestibular contraction is potentiated, dysphagia and retention of food in 
the esophageal lumen are aggravated. 

Adrenergic stimulation or inhibition appears to have little influence on 
normal cesophageal function and, sporadic reports to the contrary, appears 
of little benefit in the therapy of achalasia. On the basis of the physiological 
and pharmacological abnormalities that underlie the disorder, it is evident 
that medical therapy depends upon development of an agent that exerts 
direct and long-lasting inhibition on cesophageal smooth muscle. As in the 
case of the patient with angina pectoris, an agent is needed that has the 
effect of nitrites but with a much longer duration of ‘action. Some have 
obtained a beneficial effect in achalasia by using procaine hydrochloride 
(300 mg. mixed in a teaspoonful of aluminum hydroxide gel or mucilaginous 
material such as methyl cellulose, and given orally before meals), or similarly 
prepared anticholinergic agents (e.g., 200 mg. of ‘dactil’) or antihistaminics 
(e.g., 25 to 50 mg. of tripelennamine) with local surface anesthetic properties 
(Balfour and Wharton, 1952; Necheles et al., 1954). In most instances, the 
use of such agents has proved disappointing, but it is conceivable that 
vestibular smooth muscle may be inhibited by agents of this type. 

Since the esophagus in cardiospasm is so sensitive to exogenous neuro- 
humoral stimuli, it may react with similar sensitivity to endogenously 
produced substances. In mild cases of cardiospasm therefore the best 
medical management is for the patient to swallow under conditions which 
stimulate the autonomic nervous functions as little as possible. This means 
eating in familiar, quiet surroundings, with a mild sedative given an hour 
before meals. The diet should be of viscous, semi-liquid material or dry, 
crumbly substances. Elastic solids, such as beef or fresh bread, are notorious 
for aggravating the dysphagia; and non-viscous liquids regurgitate too easily 

Conservative therapy may be maintained so long as: (1) the patient 
maintains his weight, (2) his life is not rendered miserable by dysphagia 
and pain, (3) pulmonary symptoms do not develop, and (4) progressive 
dilatation of the body of the esophagus is not demonstrable on x-rays 
In the presence of any one or more of these complications, some procedure 
should be undertaken to lacerate the muscle fibres in the vestibule so that 
this area remains more or less permanently relaxed. ‘loo great relaxation, 
on the other hand, is not desirable since excessive gastro-cesophageal reflux 
is thereby facilitated leading, in cases of achalasia, to a severe esophagitis, 
often more disabling than the disorder for which the muscle-damaging 
procedure was originally undertaken. The pathological physiology of 
achalasia again explains this complication: since the propulsive activity of 
the @sophageal body is permanently damaged (the lumen may become 
smaller but peristalsis never returns following a procedure on the vestibule), 
any gastric contents regurgitating into the esophagus remain there if the 
patient is lying down. Consequently, following procedures on the vestibule, 
it may be a useful preventive measure for the patient to sleep with the upper 
half of his body elevated. 
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If a mechanical laceration of the vestibular muscle appears necessary, 
two procedures are available. In the majority of cases the muscle may be 
lacerated by placing a proper bag in the vestibule under fluoroscopic control 
(this is essential!) and distending it forcibly with air or water. This pro- 
cedure affords long-lasting relief in most cases. Mercury-tipped bougies 
merely dilate muscle without much tearing; their effect is therefore tem- 
porary and disappointing in that the patient must continually pass bougies 
at short intervals, a task that soon becomes galling. The second muscle- 
lacerating procedure is direct surgical cutting of the vestibular muscle 
without cutting the mucosa (Heller procedure). ‘This is indicated for patients 
with an @sophagus so tortuous or dilated that a distending bag cannot be 
placed accurately in the vestibular segment. 


ANTICHOLINERGIC AGENTS 
Although numerous synthetic anticholinergic agents are available, no one 
preparation appears clearly superior to all the others, and none that can really 
inhibit the gut is free of side-effects. The physician's anticholinergic armamen- 
tartum 1s adequate if he knows the uses and limitations of a belladonna prepara- 
tion and of one or two synthetic agents. 

So many synthetic anticholinergic agents are appearing on the market 
that even a physician with special gastroenterological interests cannot remain 
conversant with the numerous trade names under which these agents are 
sold. Fortunately, this does not matter—at least at the present stage of 
development of these preparations. In spite of the claims of the manufac- 
turers, there is no good evidence that any one anticholinergic agent is 
infinitely superior in that it possesses specific inhibitory action on the 
gastro-intestinal tract. Put another way: any agent with objectively demon- 
strable inhibitory effects on gastro-intestinal secretion, motility, or both, 
also causes side-effects (Kirsner et al., 1954; Sleisenger et al., 1954). These 
include dryness of the mouth, tachycardia, angina in susceptible patients, 
nausea, epigastric fullness, constipation, lower abdominal cramps, urinary 
retention, and headache. Blurring of vision is a problem but less so than 
in the case of the belladonna alkaloids. It is true that many anticholinergic 
agents, when used in the recommended doses, do not cause side-effects, 
but since side-effects and inhibitory gastro-intestinal action go hand in 
hand, it follows that such agents have little or no objectively measurable 
gastro-intestinal effect. 

The phrase ‘objectively measurable effect’ admittedly introduces a 
quibble. It is conceivable that an anticholinergic agent may alleviate symp- 
toms, particularly those arising on the basis of a functional motor disorder, 
without exerting measurable effects on either gastric secretion or gastro- 
intestinal motility. By the same token, the ‘best’ anticholinergic agent from 
the clinical viewpoint is not necessarily the one so potent that it arrests all 
secretory and motor activity. Paralytic ileus is, after all, not the therapeutic 


goal. Finally, even an anticholinergic agent with a demonstrable effect in 
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terms of a single criterion such as basal gastric secretion does not necessarily 
inhibit secretion stimulated by food or mental activity. In spite of these 
objections, however, physicians like to have some agent available that they 
can rely upon to produce some gastro-intestinal inhibition if doses sufficient 
to produce side-effects are used. Two such agents appear to be methan- 
theline (‘banthine’) and ‘pamine’. Other agents may be equally potent, but 
there is no good evidence that any is significantly more potent than these 
two. Conversely, however, many less potent agents are sold. 

At present it would seem adequate for the physician to use and familiarize 
himself with two types of anticholinergic agents. For many purposes, atropine 
or a preparation of belladonna alkaloids is not only satisfactory but prefer- 
able; many patients with functional motor disorders such as irritable colon 
are more distressed than helped by synthetic anticholinergic agents, which 
aggravate constipation and precipitate nausea without alleviating sigmoid 
pain completely. The second agent should be a synthetic anticholinergic 
preparation that has been shown to have measurable inhibitory effects in 
man. This agent is useful when the belladonna alkaloids yield disappointing 
results, as may be the case in a patient with a chronically recurring peptic 
ulcer. Since there is so little difference between some of the better synthetic 
anticholinergics, it appears preferable for the physician to know the clinical 
effects of one or two such preparations thoroughly rather than to shift 
indiscriminately and irrationally from one agent to another. 

It is also advantageous to be acquainted with the action of a parenteral 
preparation of the synthetic anticholinergic agent of choice. Practically 
all such agents,are many times more effective when given intramuscularly 
or intravenously than when given orally. In some cases the potency dif- 
ference, so far as the gastro-intestinal tract is concerned, is more than one 
hundredfold (Kirsner et al., 1954). The intensity of the side-effects in 
response to a parenteral dose does not, however, increase in a strictly parallel 
fashion. It is therefore possible by means of a parenteral anticholinergic 
agent to effect rapid gastro-intestinal inhibition with side-effects which, 
though marked, are not much more intolerable than those that might be 
produced by a large but acceptable oral dose. Methantheline, for example, 
can be used parenterally in doses of 25 to 50 mg. in patients suffering from 
acute gastro-intestinal pain (i.e. penetrating ulcer, pancreatitis, biliary or 
intestinal colic), with the worst possible side-effect usually being urinary 
retention. The one exception to this statement is the patient with angina 
pectoris, as the tachycardia that follows strong anticholinergic stimulation 
may induce further pain of coronary insufficiency. 

Some patients given anticholinergic drugs appear to develop tolerance, 
at least with respect to side-effects. Whether such tolerance is truly pharma- 
cological or principally psychic is uncertain, and it is also quite unsettled 
whether the human gut becomes increasingly insensitive to a specific anti- 
cholinergic drug used for prolonged periods. In view of our ignorance, 
shifting from one anticholinergic to another on the grounds of tolerance can 
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neither be attacked nor defended. On purely clinical grounds, it must be 
admitted that the chronic dyspeptic may get a psychological lift from 
receiving something different, but such lifts are all too evanescent. 

The proper time for administering oral anticholinergic preparations is 
controversial, but need not be so if gastro-intestinal physiology and the 
purpose of anticholinergic therapy are kept in mind. A tablet taken on an 
empty stomach usually leaves the stomach within twenty minutes. ‘The 
entire dose is therefore made available for absorption within a relatively short 
time, and the pharmacological effect is rapid in onset, as intense as may be 
achieved by the oral route, and relatively brief in duration. Conversely, a 
tablet taken immediately before or after a meal disintegrates, mixes with the 
gastric contents and is gradually discharged into the small intestine. Its 
action therefore is slower in onset, less intense, more variable, but longer 
in duration. If the purpose of treatment is to alleviate epigastric pressure 
or similar functional motor disorders that are precipitated by a meal, it is 
reasonable to give a small dose fifteen to thirty minutes before the patient 
eats. Maximal effectiveness can thus be obtained at a time when the patient 
is most apt to suffer distress. 

A similar time schedule is sometimes recommended when anticholinergic 
drugs are used to treat duodenal ulcer, but the one time the ulcer patient 
does not need gastric inhibition is immediately after his meal. On the con- 
trary, he requires whatever benefit anticholinergics offer at the time he is 
most apt to suffer symptoms; i.e. from one to three hours after eating. In 
his case, consequently, a relatively large dose of the anticholinergic preparation 
is administered immediately after the meal. Allowing an anticholinergic 
drug to mix with food is, in effect, a means of achieving sustained action; in 
the case of anticholinergics no special and elaborate medicinal preparations 
appear necessary for this purpose. 

It is still not certain whether the beneficial effect of anticholinergic agents 
in the treatment of peptic ulcer depends upon inhibition of gastric acidity, 
motility, or both. Certainly in usual oral doses they decrease food-induced 
gastric secretion but little (Atkinson, 1954). In patients with partial pyloric 
obstruction, the relative inhibition produced by anticholinergic agents on 
secretion and motility assumes practical importance, for these drugs may 
so inhibit gastric tone and peristalsis as to convert minor into massive gastric 
retention (Kramer, 1954). Patients with a long history of ulcer and a 
markedly deformed pylorus deserve to be treated with anticholinergic 
agents, but should be watched carefully for signs of increasing gastric 
retention. If this develops, anticholinergics are best omitted immediately 


ACUTE UPPER GASTRO-INTESTINAL BLEEDING 
The need for emergency surgery in patients with acute upper gastro-intestinal 
bleeding is determined in part by the cause of the bleeding. Unless the cause is 
known, immediate gastro-intestinal x-ray examination ts indicated. 


In resolving the dilemma whether or ‘not a patient with acute upper 
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gastro-intestinal bleeding should be exposed to the risks of surgery or of 
continued medical management, a crucial question is this: how quickly, 
simply, safely and effectively can the surgeon find and arrest the bleeding? 
An ulcer in the distal two-thirds of the stomach, for example, is readily 
accessible to the surgeon. For this reason, the uncertainties of medical 
management should not be pursued if an ulcer of this type continues to 
bleed for twenty-four hours. If the bleeding site poses greater technical 
problems, as is the case with a duodenal ulcer or a gastric lesion high in the 
cardia, medical management for two to three days appears profitable, pro- 
vided that the rate of bleeding is not so great as to require more than 1,500 
mi. of blood a day to maintain pulse and blood pressure. Bleeding from a 
diffuse disorder, such as a widespread erosive gastritis, may not be amenable 
to surgical treatment at all. Finally, extra-gastric causes of bleeding, such as 
cesophageal varices, must be identified. 

If these generalizations are accepted, it follows that all available diagnostic 
procedures are not only justified but essential for the proper management 
of acute upper gastro-intestinal bleeding. For this reason, it is a growing 
custom in the United States to carry out x-ray studies with contrast meals 
immediately upon the patient’s admission to the hospital. If it is likely that 
the stomach is full of blood, gastric aspiration is first performed. The study 
is carried out under some restrictions: the patient is not put in the upright 
position for fear of syncope and heavy manual pressure on the epigastrium 
is avoided, although it is hard to prove the hoary belief that such pressure 
may dislodge a clot and start bleeding afresh. Because of the limitations im- 
posed on the examination, it is not invariably satisfactory, but chronic 
gastric ulcers and the deformity of duodenal ulcers are usually demonstrable 
and, if found, valuable in determining the best course of therapy. 

Evidence that x-ray studies in a patient with acute upper gastro-intestinal 
bleeding are harmful cannot be found. In view of the early feeding regimen 
that Meulengracht popularized for these patients, it would be most strange 
if a bland mixture of barium and water should be more noxious than food 
One complication must be guarded against: barium and blood in the colon 
create a sticky, tenacious mass ideal for the development of faecal impaction, 
particularly if opiates or other constipating agents are also given. ‘The alert 
physician guards against this complication by performing rectal examina- 
tions and ordering rectal instillations of liquid paraffin if necessary. 

In acute erosive processes, examination of the upper digestive tract by 
an experienced endoscopist may reveal the nature of the bleeding site, 
whereas x-rays may fail. On the whole, however, immediate x-ray examina- 
tion appears more profitable than immediate endoscopy. The reasons for 
this are two: (1) There are more experienced radiologists than experienced 
endoscopists. (2) Chronic peptic lesions are more often responsible for 
massive upper gastro-intestinal bleeding than acute erosions. Not everyone 
will accept this statement, but some claims to the contrary are based on the 
gastroscopic identification of an acute ulcer several days after bleeding has 
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stopped. That this type of lesion actually caused the bleeding is, of course, 


merely an assumption 


ORTICOTROPHIN AND CORTISONIH 

Marked improvement of ulcerative colitis, regional enteritis and sprue may be 
obtained by adrenocortical stimulation or substitution therapy, but cure by these 
means ts not possible. Corticotrophin and cortisone are particularly important in 
the treatment of regional enteritis since this disorder, unlike sprue and ulcerative 
colitis, cannot be treated effectively by other means 

In the treatment of ulcerative colitis, the sequence of therapeutic trials 
may be listed as follows: (1) conservative therapy, (2) corticotrophin, 
cortisone or related agents, and (3) operation. ‘The disadvantages of cortico- 
trophin and cortisone are such that these agents should not be included in 
the initial management of ulcerative colitis except in unusual circumstances 
It does not appear reasonable to give these agents to patients with mild forms 
of the disease confined to the rectum and distal sigmoid and unaccompanied 
by systemic manifestations. Patients with more diffuse colonic involvement, 
however, and with diarrhoea, fever or anorexia, become proper candidates for 
corticotrophin or cortisone therapy if two to three weeks of conservative 
measures (i.e. emotional support, bed rest, diet, sedation, transfusions, 
anticholinergic agents or opiates) do not give promise of reversing the trend 
of the illness. Corticotrophin or cortisone may be given immediately to 
patients so toxic, debilitated or discouraged with ulcerative colitis that a 
preliminary trial with ultra-conservative measures does not appear justified 
Finally, there is the emergency case characterized by signs of impending 
perforation or massive colonic hamorrhage: in these circumstances 
immediate colectomy ts the therapy of choice 

An initial maximum effect appears desirable. On empirical grounds, it 
appears that this is best achieved by initiating therapy with corticotrophin 
Either 40 units of corticotrophin gel are given intramuscularly three times 
daily, or, in severe cases, 20 units of corticotrophin are given by slow intra- 
venous drip for a daily period of eight hours. After two to three days, a 
total daily intramuscular dose of 80 units is given for three to four additional 
days. At this point improvement, if it is to appear at all, is usually obvious, 
and oral cortisone, approximately 200 mg. a day, is gradually substituted 
for corticotrophin. ‘Thereafter the dose is reduced over a period of weeks to 
a level of 50 to 100 mg. daily. The rate of reduction is determined by the 
balance of beneficial and untoward effects achieved. If systemic adreno- 
cortical effects are not excessive, prolonged use of a maintenance dose of 
so to 75 mg. daily (25 mg. is usually too small) is indicated, often for three 
to six months. Too early cessation of cortisone therapy appears to predispose 
to equally early relapse 

As the patient sufficiently ill to receive « orticotrophin or cortisone 18 often 


depleted of electrolytes, albumin, or both, the use of these agents may 


precipitate severe hypokalaemia, or sodium retention with edema. To fore- 
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stall hypokalemia, 40 mEq. of parenteral potassium or 5 grammes of oral 
potassium chloride are daily doses that may be used in the average case 
without renal disease. The sodium retention which attends the use of 
corticotrophin or cortisone may at first be beneficial by counteracting the 
losses occasioned by diarrhea; should edema appear, however, the daily 
salt intake is restricted to about 4 grammes. 

So far as is known, hydrocortisone and cortisone exert similar benefit in 
ulcerative colitis. The newer agents, prednisone and prednisolone, on the 
basis of preliminary impressions, are also effective in doses that are approxi- 
mately 15 per cent. as large as those used with cortisone. Particularly sig- 
nificant from the viewpoint of the patient with colitis is the claim that 
prednisone and prednisolone cause less sodium retention and potassium loss 
than cortisone, for the necessity of restricting salt and offering ten or more 
massive potassium tablets daily hardly improves the appetite. 

All agents, cortisone, hydrocortisone, prednisone and prednisolone, cause 
the phenomena of Cushing’s disease and occasionally such major complica- 
tions as duodenal ulcer and severe psychosis. All these agents are aiso 
antiphlogistic and, in reducing the inflammatory response, heighten the 
danger of perforation. Consequently, when corticotrophin, cortisone, or a 
related agent is given to a patient very sick with ulcerative colitis, concurrent 
therapy with antibiotics is advisable during the first week. Our preference 
lies with parenteral penicillin and streptomycin given in big doses, 

Not all patients respond to corticotrophin or cortisone, and in some 
instances the disease appears to worsen: more distension, more bloody stools 
and more toxicity indicate that any concomitant drop in fever is a false sign 
of betterment. Occasionally a successful course of treatment with cortico- 
trophin and cortisone cannot be reduplicated when the patient appears with 
a relapse. An inadequate response to corticotrophin in one to two weeks, 
or to cortisone in two to three weeks, forces the physician to make one of three 
choices, none particularly reassuring: 

(1) Abandon treatment with corticotrophin or cortisone in favour of 
conservative measures. Since the disease is usually quite severe at this stage, 
this course of action may leave the physician wondering what to do next 
with a rather critically ill patient. 

(2) Give larger doses. A patient receiving no apparent benefit from oral 
doses may respond to intramuscular treatment, and intravenous cortico- 
trophin has occasionally helped when intramuscular administration has 
proved disappointing. Increasing the dose or changing the route of ad- 
ministration may certainly be worth trying but is a process that cannot be 
continued indefinitely. 

(3) Perform colectomy. The fear that the tissues of the patient on cortico- 
trophin or cortisone will heal poorly has proved a relatively empty fear from 
the clinical viewpoint. The fear that a patient dependent on corticotrophin 
or cortisone and suddenly deprived of these substances will suffer an 
Addisonian crisis if exposed to surgical stress is, on the other hand, a very 





ADVANCES IN GASTROENTEROLOGY 433 


real one. Consequently, if surgery becomes necessary for a patient who has 
been given these hormones for more than one to two weeks, these agents 
should not only be continued but should be provided in increased doses to 


help the patient to withstand the operative procedure 


wtrophin and cortisone y 
(b) after three mont! treatm 
place m the termina! tleum during th 

To summarize, corticotrophin and cortisone, if given in adequate amounts, 
may be expec ted to induce a remission in 70 to Ss per cent. of patients given 
these agents for the first time. The possible disadvantages of such treatment 
(i.e., dependence on these agents, relapse on withdrawal, failure to respond 
the second time, psychosis, perforation, or development of the phenomena 
of Cushing’s disease) are, however, sufficiently bothersome, so that cortico- 
trophin and cortisone are usually not indicated unless more conservative 
measures have been tried and shown to be ineffective. Since ulcerative 
colitis can be cured by surgery, it is also crucial not to delay this drastic but 
effective treatment by prolonged administration of corticotrophin or 
cortisone when these agents are not bringing about any improvement 

Corticotrophin and cortisone enjoy their greatest area of usefulness in the 
treatment of regional enteritis and tleo-colitis. The process, particularly if in 
its early stages, or if predominantly inflammatory, responds remarkably 
well (fig. 1). Complications such as perforation, hemorrhage and rapidly 
progressive toxicity are rarely encountered. Finally, unlike ulcerative colitis, 
regional enteritis or ileo-colitis has no definite cure, medical or surgical 


In 50 to 75 per cent. of the cases treated surgically, a recurrence can be 
expected. Consequently, corticotrophin or cortisone, even if palliative rather 
than curative, offers so much more than any other form of treatment in these 
chronic debilitating diseases that exhibition of these agents should be 
considered in nearly all patients with active forms of the disease. 
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‘Active’ regional enteritis may be defined as a process which causes 
sufficient symptoms to prevent the patient from carrying on average daily 
activities. Some patients have extensive intestinal changes and may suffer 
loose stools and occasional bouts of abdominal pain, but they maintain their 
weight and have no fever. Patients in this category do not require cortico- 
trophin or cortisone. Another type of patient with regional enteritis who 
usually does not benefit from these agents is the one with relatively little 
inflammation but considerable luminal stenosis: the obstructive symptoms 
usually require surgical relief. 

It is generally held that patients with fistulous tracts or abscesses should 
not be given corticotrophin or cortisone, in the belief that healing will be 
prevented and infection favoured. We have, however, used corticotrophin or 
cortisone in such cases without incurring disaster. On the contrary, as the 
primary process improved, drainage from fistulous tracts lessened and 
essential operative procedures have, if anything, been made easy. Rectal 
complications, such as abscesses and fistula, are also not to be considered as 
strict contraindications to corticotrophin or cortisone treatment, either in 
regional enteritis or ulcerative colitis. 

Treatment of regional enteritis with corticotrophin, cortisone or related 
substances is similar to treatment of ulcerative colitis with respect to types 
of agents, routes of administration, doses and necessary precautions. Pro- 
longed maintenance therapy appears particularly important and may have to 
be continued for a period of a year or more. Only the development of serious 
or markedly unpleasant side-effects should interrupt such long-term 
management of the patient. 

Non-tropical sprue in adults is a relatively uncommon disorder, and even 
more uncommon is sprue which does not respond to a low-gluten diet, a 
strict low-carbohydrate diet or injections of various vitamin B complex 
factors. For these refractory cases, corticotrophin or cortisone is indicated 
In some cases, side-effects of hormone therapy are minimal and maintenance 
therapy can be given for years. For the most part, however, dietary measures 
should be instituted simultaneously with corticotrophin and cortisone, in the 
hope that these agents can be omitted eventually and the patient kept 
comfortable with dietary management alone. As in the case of ulcerative 
colitis and regional enteritis, corticotrophin and cortisone alleviate the 
symptoms of sprue but do not change the basic defect. 
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ADVANCES in the therapy of allergic diseases were last reviewed in this 
journal by Feinberg (1951). Then the antihistaminic drugs constituted the 
most important advances in therapy and the use of hormonal therapy was in 
its initial trials. Since then hormonal therapy has been shown to be the 
major advance in treatment of recent years. The present time appears 
opportune to review the use of corticotrophin, cortisone and hydrocortisone 


in the management of allergic diseases 


SHORT-TERM CORTICOSTEROID THERAPY IN ASTHMA 
There is now general agreement in the literature that short-term courses 


of these hormones give striking, though temporary, relief to the large 


majority of severe and otherwise intractable asthmatics (Baldwin ef ai., 


1955; Ball, 1954; Bickerman and Barach, 1954; Gay and Murgatroyd, 
1954; Pearson, 1955; Sherman, 1953; Vallery-Radot et al., 1954). Whether 
the asthma is dominantly allergic, psychological or infective does not affect 


the response. The indications for their use are status asthmaticus and severe 


intractable asthma which have failed to respond to all other methods of 
absolute contraindications are peptic ulceration, tuberculosis 


therapy. ‘The 
whilst cases of diabetes mellitus and hyper- 


and ‘nervous breakdowns’, 
tension require careful consideration on their individual merits. The 
importance of a careful inquiry into any history of ‘indigestion’ in every 
asthmatic, however ill and distressed the patient may be at the time, cannot 
be overstressed perforation or hemorrhage has occurred even on short 
courses of these hormones 

Excellent or good results are recorded in some eighty per cent. or more of 


these otherwise intractable cases. In a small percentage there is only partial 


improvement, whilst in the remainder complete failure to respond is 
recorded. ‘This failure to respond is not constant for an individual patient, 
for failure to respond may in a few weeks’ time, or even less, be followed by 
a satisfactory response. In status asthmaticus there is general agreement that, 
after subcutaneous adrenaline and intravenous aminophylline have failed, 
corticotrophin or cortisone is often life-saving, but deaths from asthma still 
occur. The necropsy findings in cases in which death has occurred during 
the administration of cortisone or corticotrophin are similar to those in 
hormones have not been used. Most authorities are therefore 


which these 
of the opinion that death occurred in spite of, and not because of, hormonal 
treatment 
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Relapse following short-term therapy occurs at varying intervals of a 
few days to a few months, the majority relapsing in a few weeks. A small 
percentage may then have relatively mild asthma but the large majority will 
have varying degrees of moderately severe to severe asthma. In about forty 
to fifty per cent. of these severe cases treated with short-term therapy, 
maintenance therapy will appear desirable (Davies and Williams, 1955) 

Dosage.—{i) Corticotrophin.—The most convenient preparation of cortico- 
trophin is corticotrophin gel. It is given by deep intramuscular injection in 
a dry syringe with a 20-gauge needle. If it is liquefied by warming there is 
no difficulty in its administration or untoward pain. It has the big advantage 
that it need only be given once a day. Gay and Murgatroyd (1954) recom- 
mend a dose varying according to the severity of the asthma: in severe 
asthma, 100 to 60 units, usually 80 units, on the first day; 60 to 80 units on 
the second and third days; 20 to 60 units on the fourth and subsequent 
two or three days, depending upon the individual response. In general, in 
patients with chronic intractable asthma 80 units daily for four days 
followed by 40 units for three days, would be a suitable dose. In status 
asthmaticus, Baldwin et al. (1955) use much larger doses: 40 units every 
four hours for twenty-four hours (240 units). As improvement occurs, the 
interval between doses is gradually lengthened to six hours, and then to 
eight hours until, by the end of a week, the patient is receiving 40 units 
twice daily. Subsequently this amount is given once daily. 

(ii) Cortisone.—In status asthmaticus, 300 mg. on the first day, in divided 
six-hourly doses, 200 mg. on the second day and 100 mg. on subsequent 
days, gradually reducing the dose with clinical improvement, is a suitable 
dosage. In chronic intractable asthma, 100 mg. a day for some four days 
followed by 75 mg. a day for three to four days is usually satisfactory, but if 
the initial dose of 100 mg. is ineffective, 300 mg. should be given for a few 
days. In status asthmaticus Baldwin et al. (1955) recommend higher doses 
100 mg. every four hours for the first twenty-four hours and then gradually 
reducing the dose with clinical improvement. 

(iti) Hydrocortisone.—The dosage of hydrocortisone is approximate) 
two-thirds that of cortisone (Arbesman and Richard, 1954). In status 
asthmaticus they suggest a dose of 240 mg. on the first day, 160 mg. on the 
second day, and 80 mg. on the third and subsequent days with gradual 
reduction with clinical improvement. 

(iv) Metacortandracin.—Metacortandracin is a new synthetic cortico- 
steroid for oral therapy. Preliminary reports by Arbesman and Ehrenreich 
(1955), Skaggs, Bernstein and Cooke (1955) and Schwartz (1955) have 
recorded its effective relief in a small number of chronic asthmatics. The 
dose is much smaller (approximately one-fifth of that of cortisone) and 
sodium retention appears to be less. 


LONG-TERM CORTICOSTEROID THERAPY IN ASTHMA 
Long-term continuous therapy is beset with known, and even possibly 
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unknown, risks. It should only be undertaken when all other methods have 
failed to give even a moderate degree of relief, while constant endeavour 
should be made to investigate and treat the underlying cause or causes of 
the asthma. The contraindications are the same as for short-term therapy 
The patients must be on a salt-reduced diet and are given potassium salts 


by mouth 

Several reports of long-term therapy have been published (Gelfand, 
1953; Lowell et al., 1953; Savidge and Brockbank, 1954a; Arbesman and 
Richard, 1954; Baldwin et al., 1955; Andersson, 1955), but they are, of 
necessity, interim reports, for very few patients have been treated for more 
than a few years 

Complications known to occur on prolonged treatment include decalcifica- 
tion of the skeleton, increasing weight, Cushing’s syndrome, increased 
susceptibility to infection and occasionally psychosis. Periodic x-rays of the 
spine are advisable and in some cases testosterone may be necessary to 
counteract the tendency to decalcification. The patients should be weighed 
regularly and dosage reduced or omitted if excessive weight gain occurs or 
if there is a development of ‘moonface’ or Cushing's syndrome. The blood 
pressure requires periodic examination, as does the urine for sugar. The risk 
of infection and the need for prompt treatment of naso-respiratory infection 
by antibiotics require constant care. Deaths from staphylococcal septicemia 
while on corticotrophin and cortisone are recorded by Shaper and Dyson 
(1955). Savidge and Brockbank (1954b) have drawn attention to deaths from 
asthma that occurred during continuous cortisone therapy. They consider 
that the suppression of spontaneous adrenal activity by cortisone therapy 
might have been partly responsible for these deaths 

It is advisable to alternate or supplement continuous cortisone or hydro- 
cortisone therapy by periodic injections of corticotrophin. A convenient 
method is to give cortisone or hydrocortisone by mouth daily, with cortico- 
trophin gel once or twice a week. The dosage should be the lowest consistent 
with effective relief, allowing and encouraging the patient to use his usual 
antispasmodic measures. The average daily maintenance dose of cortisone 
is 50 to 75 mg., and of hydrocortisone 40 to 60 mg., or less. During exacerba- 
tion of the asthma the dose is increased and the cause of the exacerbation 
must be sought for and dealt with. In general, hydrocortisone is more likely 
to be effective than cortisone and gives less side-effects, but a few patients 
receive more benefit from cortisone than from hydrocortisone (Bickerman 
and Barach, 1954; Andersson, 1955) 

It is interesting to note that when Andersson (1955) used a placebo in 
eleven patients who had responded to cortisone and who had relapsed 
following its cessation, four of the eleven improved, the remainder were 
unaffected. It might well be helpful after some months of maintenance 
therapy for a placebo to be substituted and its effect observed. Arbesman and 
advocate rest periods from these hormones. Withdrawal 


Richard (1954 
symptoms (¢.g 


headache, nausea, vomiting, arthralgia) are not likely if 
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cortisone is abruptly stopped after less than a year, but occur commonly 
after more prolonged therapy (Henneman et al., 1955). 

In summary, the general opinion is that continuous therapy carefully 
carried out will bring a measure of relief without undue risk to a number of 
intractable cases of asthma, but in some the treatment is unsuitable or 
unsatisfactory. 


HAY FEVER 

There is little doubt that hormonal therapy gives symptomatic relief in hay 
fever, but to what extent such therapy should be used is less certain 
Schiller and Lovell (1953) record their findings, using four-day courses of 
100 mg. of cortisone daily, in fifty-one cases of hay fever, ten of whom also 
had seasonal asthma, who had failed to benefit from specific pollen therapy 
and antihistaminic drugs. Comparing their results with those with anti- 
histaminics (Schiller and Lovell, 1949, 1951), they emphasize that with 
cortisone there is an outstandingly greater degree of relief and persistence of 
relief. Relief, usually within twenty-four to forty-eight hours, occurred in 
forty-two patients, failing in nine. Twenty patients relapsed, but only seven 
had subsequent symptoms of sufficient severity to require further cortisone 
When relapse recurred it was usually six to nine days following the end of 
the treatment. Roy et al. (1953) treated twenty patients with 40 units of 
corticotrophin gel daily. The number of daily injections varied from two 
to nineteen and depended upon the clinical improvement, the cooperation 
of the patient and undesirable side-effects (in three patients). There was a 
marked improvement in all patients within forty-eight hours and the 
majority were asymptomatic after four or five successive daily injections 
After cessation of therapy some remained practically free for the rest of the 
pollen season. 

Using hydrocortisone, Traynor et al. (1954) found that in doses of 30 to 
160 mg. daily, all of thirteen patients obtained relief, usually within forty- 
eight hours. They found 80 mg. adequate in most cases, whilst some were 
helped by 40 mg. daily. Treatment periods were from two to twenty-six days 
Essentially no untoward reactions were observed. These authors state that, 
in spite of these results, hormonal therapy for hay fever is only justified in 
certain carefully selected cases. 


URTICARIA AND ANGIONEUROTIC GDEMA 
For severe and acute cases of urticaria and angioneurotic edema which have 
failed to respond to antihistaminic preparations, the use of hormonal 
therapy has been shown to give effective symptomatic control. Hormonal 
therapy, however, is not recommended for chronic urticaria or angioneurotu 
edema of unknown cause (Sheldon et al., 1954). Hormonal treatment is of 
special value in those cases of severe urticaria resulting from allergic reactions 
to therapeutic agents (Shulman et al., 1953). These authors record satis- 
factory results in twenty-four patients with a hypersensitivity reaction of the 
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serum sickness type, thirteen being due to penicillin, eight to horse serum 
and one each to para-aminosalicylic acid, gold and sulphonamides 


SERUM SICKNESS WITH NEUROLOGICAL INVOLVEMENT 
Shulman et al. (1953) describe two cases of serum sickness with evidence of 
nervous system involvement which responded rapidly to treatment with 
corticotrophin intravenously. They draw attention to the well-known 
involvement of the nervous system which may occur during the course of 
serum sickness, and that although recovery is the rule, this is usually very 
slow and some are left with residual weakness. The demonstration of the 
effective use of cortisone or corticotrophin in these cases is therefore of 


special importance 


INFANTILE ECZEMA 

Oral cortisone.—Hill (1953) considers oral cortisone a valuable addition to 
symptomatic treatment, but to be used in severe cases only. In eighteen 
children, aged four-and-a-half months to three years, the results were very 
satisfactory in eight, worth-while in six and unsatisfactory in four. Cushing's 
syndrome developed in one and potassium deficiency in another when the 
dose was excessive (150 mg. daily). The recommended dosage is 75 mg. 
daily at first, reduced, as soon as the eczema is controlled, by 12.5 mg. 
daily, with further similar reduction until the smallest dose consistent with 
relief is found. Partial control with small doses is preferable to complete 
control with larger doses. With this dosage there were no ill-effects over 
three to six months of treatment. 

Solomons (1954) treated fifteen cases, aged seven months to three years, 
with a maximum dose of 75 mg. daily except in three patients who received 
87.5 mg. for a short time. In six the response was unconvincing, six had a 
moderately good response and in only three was the response really satis- 
factory. Solomons considers cortisone to be of great value for its temporary 
benefit, but that it should only be given to infants with severe eczema 
whose general health is definitely deteriorating 

Local application of hydrocortisone ointment.—Witten et al. (1954) con- 
sidered that hydrocortisone ointment, 2.5 per cent. in a base of wool fat 
U.S.P. (15 per cent.), liquid petrolatum (10 per cent.) and white petrolatum 
(75 per cent.) constituted the cleanest and most rapidly effective of all the 
topical measures they have employed in infantile eczema. Of thirty cases, 
eighteen responded favourably and to a more marked degree than with 
control ointment. In 104 cases McCorriston (1954) found hydrocortisone 
in proper ointment bases to be 75 to 100 per cent. effective in all cases 
Improvement occurred within twenty-four to forty-eight hours of instituting 
treatment, was maintained with therapy, and was subsequently maintained 
after cessation of therapy, in most cases for a considerable period. In all 
cases the hydrocortisone ointment produced greater improvement than the 


control base alone. One child, treated with hydrocortisone ointment for 
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eight months, did better than he had done previously on a couple of periods 
of cortisone therapy parenterally. No side-effects were found. Russell et al. 
(1955), however, in twelve cases of infantile eczema found hydrocortisone 
ointment, 2.5 per cent., better than the control ointment but not strikingly 
so. An independent observer assessing their results found distinct or 
complete relief in only two of the twelve cases. 


BESNIER’S PRURIGO AND ECZEMA FROM EXTERNAL AGENTS 
In the first report of the panel set up by the Medical Research Council to 
investigate the use of corticotrophin and cortisone in the treatment of skin 
disease (Medical Research Council, 1954) it was found that eight patients 
with eczema due to sensitization to drugs or chemicals all responded rapidly 
to short courses of corticotrophin or cortisone, seven permanently. In 
twenty-six patients with marked or severe Besnier’s prurigo, all except one 
being adults, the immediate response to short courses of corticotrophin or 
cortisone was good in sixteen, moderate in eight and poor in two. The 
ultimate results were good in four and moderately good in five. 

Using hydrocortisone ointment, Russell et al. (1955) found in Besnier’s 
prurigo that local improvement was sometimes obtained, but in general the 
results were poor. They suggest that one reason for this may have been the 
small quantities of ointment used. 


CORTISONE AND CORTICOTROPHIN AS AN AID TO 
DESENSITIZATION 

Herxheimer (1954), in studying the influence of cortisone on induced 
asthma and bronchial hyposensitization by inhalation of allergens, found 
that the action of cortisone is very different from that of sympathomimetic 
and antihistiminic drugs. The latter give relief in attacks from overdosage 
of allergens but do not prevent the hypersensitization that then occurs, 
whereas cortisone does and permits more rapid hyposensitization. Herx- 
heimer suggests that with the aid of cortisone, the process of hyposensitiza- 
tion could be shortened and quite possibly increased in efficiency. 

Keeney et al. (1955) record rapid successful desensitization of allergic 
patients with cortisone or corticotrophin. Two cases are described in detail. 

One, a case of diabetes insipidus who had violent allergic reactions to pitressin, 
was completely desensitized by 100 mg. of cortisone daily, and subsequently took 
1 mil. of pitressin tannate twice daily for 2} years without further allergic reactions 
or the need for cortisone. The second, a diabetic who had a severe allergic reaction 


after 4 units of insulin, was satisfactorily desensitized by cortisone. He subsequently 
took 15 units daily for eighteen months with no untoward reactions. 


They claim equally satisfactory results in two patients who had previously 
experienced severe anaphylactic reactions to tetanus antitoxin. In all, eight 
such cases of acquired sensitivity were satisfactorily treated. 

These results are most encouraging and, if confirmed, will enable a safe, 
rapid and satisfactory desensitization of severe drug allergies to be carried 
out. The same authors state that a further fifty-eight patients with the 
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hereditary type of hypersensitivity (allergic rhinitis, allergic asthma and 
allergic eczema) were desensitized during a three-weeks’ course of cortisone 
or corticotrophin, with improvement or relief of symptoms in all cases. They 
point out, however, that in this group a correct evaluation of the results is 


almost impossible. [There were no ‘controls’. ] 


SURGERY AND PREGNANCY IN ASTHMATIC SUBJECTS 
Baldwin et al. (1955) report that sixteen of their patients with asthma 
underwent some form of surgery during hormone therapy, and that no 
complications were observed. Their treatment was that advocated by Salassa 
et al. {1952 200 mg. of cortisone intramuscularly forty-eight hours, 
twenty-four hours and one or two hours before operation with gradual 
reduction after the operation, depending upon the condition of the patient 
Usually treatment is discontinued after three or four days. Patients should 
not be made to fast for an excessive period of time nor should they be given 
excessive quantities of five per cent. glucose and distilled water. Morphine 
or related substances, if given at all, should be used in small quantities 
They advise very close observation for the first twenty-four hours after 
operation and that intravenous hydrocortisone or cortisone should be used 
if circulatory collapse occurs 

The few clinical cases which have been recorded suggest that hormonal 
therapy can be continued during pregnancy with no apparent ill-effect to 
the child (Katzenstein and Morris, 1954; Baldwin et al., 1955). It is, 
however, as well to remember that during pregnancy asthma often improves 


spontanes yusly 


ALLERGIC REACTIONS TO CORTICOTROPHIN 

Finally, we must not forget that allergic reactions may occur as the result of 
corticotrophin. Brown and Hollander (1951) recorded seven allergic reactions 
in 208 patients and Shulman et al. (1953) five reactions in over 600 patients 
Individual deaths after corticotrophin have been recorded by van Ufford 
(1952), Howat (quoted by Savidge and Brockbank, 1954), Hill and Swinburn 
(1954) and Bloom and Wolff (1954). In the fatal case of Hill and Swinburn 
it is of interest that several months previously the patient had collapsed after 
an injection of corticotrophin. Also, in a case of severe anaphylactic shock 
due to corticotrophin recorded by Feinberg et al. (1951), later questioning 
revealed a previous history of severe angioneurotic edema due to cortico- 
trophin which had necessitated discontinuing the injections. As with other 
potentially sensitizing agents, careful inquiry must always be made for any 
previous course of treatment and for any untoward reactions 

In general, however, it would appear that allergic reactions to cortico- 
trophin are unusual (Andersson, 1955: Baldwin ef al., 1955: Beattie and 


Hartfall, 1955) 
SUMMARY ANI ONCLI IONS 


The use and dangers of corticotrophin, cortisone, and hydrocortisone in 
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various allergic illnesses have been discussed. These hormones can bring 
much symptomatic relief to the acutely or intractably ill allergic patient. 
They should only be used, however, when all other measures have been 
tried and failed. Nor should it be forgotten that a thorough investigation of 
the patient’s illness, with appropriate treatment, is still a fundamental 
necessity in all allergic patients, for it is in this way that the large majority 
will be most satisfactorily helped. 
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Most of the advances in the treatment of acute infectious diseases centre 
around the use of antibiotics, and some of them have, in this or other 
connexions, been discussed in recent issues of The Practitioner. One of the 
most outstanding, for example, the treatment of typhoid and paratyphoid 
fevers with chloramphenicol, was dealt with in the symposium on ‘Food 
Poisoning’ (June 1955). I do not propose therefore to make any attempt 
at a comprehensive review of this wide subject but to be strictly selective 


HA MOLYTIC STREPTOCOCCAL INFECTIONS 

Scarlet jJever and hemolytic streptococcal sore throat This infection has 
become so mild in most parts of the world, and complications so com- 
paratively rare, that in most cases the use of specific treatment, antitoxin, 
chemotherapy, or both, is indicated only in special cases. When, for 
example, there is an unusually sharp attack, or concurrent debilitating 
disease, or when the risk of acute rheumatism or carditis supervening seems 
particularly high, specific treatment of the acute streptococcal infection 
with penicillin is the treatment of choice. Antitoxin is not now usually 
employed in scarlet fever except when there is a very bright rash with much 
toxz#mia, or in the rare toxic or malignant type with threatened circulatory 
failure. Sulphonamides also tend to be outmoded in streptococcal, or indeed 
any, sore throat, since controlled experiments have shown these drugs to be 
of doubtful value in this condition. This may be because of difficulty of 
access of the drug in adequate concentration to organisms in the tonsillar 
crypts, or to drug resistance, or other factors. But penicillin, maintained 
at bacteriostatic blood levels for at least five days, has been shown to be 
effective in about 80 per cent. of cases in hastening clinical cure, and 
clearing the pharynx of streptococci for about a week or longer 

The method of administration of penicillin varies. Oral penicillin is an 
attractive form of therapy. Except in very young infants, however absorp- 
tion of the drug given by mouth is irregular and unreliable. Even apart 
from the expense of a dosage about five times as great as that of soluble 
penicillin by injection, the oral route cannot be recommended in cases of 
any severity. Frequent daily injections of soluble penicillin are inconvenient 
in practice, but procaine penicillin in oil with 2 per cent. aluminium mono- 
stearate need be injected only at 48-hour intervals. A 5-day course of this 
preparation thus entails only three injections, easily made through an 
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ordinary needle and not painful at the time, although pain may be trouble- 
some, especially in ambulant cases, six to twelve hours later. There is some 
recent evidence that a single intramuscular injection of the depot penicillin, 
benzathine penicillin, may be effective in eliminating hemolytic streptococci 
from the pharynx for two to four weeks. Karelitz et al. (1954), at the 
Willard Parker Hospital, New York, have used this technique, with apparent 
success, prophylactically against the hemolytic streptococcal and pneumo- 
coccal complications of measles. The pain of this single injection may, 
however, be troublesome in some children. 

Penicillin treatment is now precluded in an increasing number of persons, 
owing to penicillin sensitivity. When penicillin-sensitive persons are dis- 
covered they should be warned to inform their doctor of this fact at any 
future medical consultation, and preferably given a card to this effect. In 
known penicillin-sensitive subjects, the oral antibiotics, chloramphenicol, 
chlortetracycline, oxytetracycline, tetracycline, or erythromycin may be 
considered in the treatment of the more severe forms of hemolytic strepto- 
coccal infection such as otitis media, pansinusitis and osteomyelitis. ‘The 
gastro-intestinal side-effects may be very troublesome, especially in the 
middle-aged and elderly, and dosage should rarely exceed the range of 
1 to 2 g. daily for about five days. In addition, the rare case of agranulo- 
cytosis or aplastic anemia following chloramphenical administration must 
always be borne in mind. This drug should preferably be given only when 
the patient is under skilled observation each day. At present the least toxic 
of the available oral antibiotics is erythromycin, but it is very expensive. It 
is chiefly effective against gram-positive organisms such as Staphylococcus 
aureus, hemolytic streptococcus, and pneumococcus. Since the wide use of 
antibiotics in certain areas tends to produce pan-resistant Staph. aureus, it 
is recommended at present that the use of erythromycin be largely restricted 
to dangerous cases of staphylococcal infection, as in such circumstances it 


may be the sole remaining means of saving life in this condition. It is hoped 
that other new antibiotics may soon become available for such cases and thus 


release erythromycin for more general use. One or two are promising but 
are still in the experimental stage. 

So far as hemolytic streptococcal infections are concerned the use of 
antibiotics other than penicillin still remains a matter for nicely balanced 
judgment. 

ACUTE RHEUMATISM 
A set-back rather than an advance in the treatment of this sequela of 
hemolytic streptococcal infection falls to be recorded. The recent joint 
report of the Medical Research Council and American Heart Association 
(Joint Report, 1955) on corticotrophin, cortisone and aspirin in the treat- 
ment of rheumatic fever in 497 children is disappointing as regards the 
new hormone treatment. Each of these three agents was used in the acute 
stage for a period of six weeks, there being three approximately equal 
controlled treatment groups. It was found that rheumatic fever in childhood 
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could not invariably be terminated by any of these drugs; that hormone 
therapy controlled the acute manifestations more quickly than did aspirin, 
with, however, a greater tendency for them to reappear for a short time 
at the end of treatment; and that at the end of a year there was nothing 
to choose between the three groups in respect of the cardiac state. It seems 
therefore that we are thrown back on salicylate treatment. A point of 
interest is the present tendency to administer salicylates without the addition 
of sodium bicarbonate. Examination of plasma salicylate levels during 
treatment has shown that in many patients the salicylates are absorbed 
better without bicarbonate, and if there is doubt about the response to the 
routine prescription, a trial might be made of salicylates alone 

Prophylaxis against further attacks of acute rheumatism and carditis in 
persons who have already had an attack is very desirable but in practice 
difficult. The problem is no less than that of preventing haemolytic strepto- 
coccal attacks throughout at least childhood and young adult life. The 
conditions of civilized life make this extremely difficult. An early method 
was to give small daily doses of sulphonamide, about 1 g., under institu- 
tional conditions, to groups of children who had already had at least one 
attack of acute rheumatism without gross damage to the heart. This regime 
was kept up for some years and with fair success. Now penicillin is preferred 
In some controlled experiments oral penicillin, 200,000 units daily on an 


empty stomach, given over a long period has so far been successful. For 


prophylactic purposes oral penicillin seems to be more reliable than for 
treatment. The regime is expensive and exacting when carried out con 
tinuously for at least eight months in the year over many years. Recently, 
limited trials suggest that benzathine penicillin in single monthly injections 
may maintain a continuous effective prophylactic blood level of penicillin; 
throat swabs have remained free from Group A hemolytic streptococci for 
long periods. If this is confirmed, the specific prophylaxis of acute 
rheumatism may at last be brought into the field of general practice. 


MEASLES 
Chemoprophylaxis.—A cognate form of prophylaxis arises in the manage- 
ment of measles. Here the difficulty is not the prolonged administration 
of a prophylactic drug, but whether it is justifiable to use the drug for a 
short period routinely in measles, that is, on a very wide scale. In measles, 
apart from encephalitis, the two chief troubles that may arise are broncho- 
pneumonia and otitis media, both due to secondary bacterial infection 
superimposed upon the acute virus disease. Both these complications occur, 
as a rule, within a time interval of five or six days from the appearance 
of the rash. It is tempting therefore to apply an ‘umbrella’ of sulphonamides 
or penicillin routinely during this period in order to prevent the develop- 
ment of these bacterial complications. This has, in fact, been done for the 
past fifteen years in most fever hospitals, with the virtual elimination of 
broncho-pneumonia and otitis media from the wards, and considerable 
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shortening of the period of isolation in hospital. Relatively small doses of 
sulphonamide, such as 0.5 g. 6-hourly for five days in a child under 
5 years, are reasonably effective for this prophylactic purpose. It is a 
different matter, however, when this method is transferred to the wide 
sphere of general practice during a measles epidemic. This entails the use 
of the drugs on such a scale that the production of drug-resistant strains 


of organisms in the vicinity, as well as drug-sensitiveness in children, may 


become a serious problem. For these reasons many practitioners contend 
that the practice is undesirable, and also unnecessary in view of how easily 
bacterial complications may be cured by timely treatment with penicillin 

Obviously there should be differentiation according to the conditions 
present. In hospital cases and in general practice in certain poor and over- 
crowded environments, chemoprophylaxis in young children with measles 
is probably justifiable, whereas in older children and under better environ- 
mental conditions it is perhaps better omitted. Even in the former case, 
however, some discrimination may be desirable. Suitable subjects for 
chemoprophylaxis are the ‘catarrhal type’ of child and those who show early 
evidence of bacterial superinfection such as high pyrexia with pharyngeal 
muco-pus and polymorphonuclear leucocytosis. Sometimes the reddened 
and papillated tongue gives an early indication of superimposed haemolytic 
streptococcal infection. In these groups chemoprophylaxis is really an early 
form of chemotherapy, and when evidence of secondary infection is present 
the dosage may be increased up to the full therapeutic scale. 

Measles encephalitis.—This complication appears to be on the increase 
Elsewhere (Banks, 1949) I have estimated its incidence to be about 1 i 
800 cases. Its onset is usually quite unexpected when the rash is fading 
in an ordinary or even mild case. ‘The most common age period is 5 to Ic 
years. Fortunately, in most cases the attack is short, lasting about two or 
three days. In a minority grave symptoms set in, such as coma, convulsions, 
squint, blindness, ataxia, hypertonus and various upper neurone paralyses 
The case fatality is 10 to 40 per cent. When symptoms, especially coma, 
persist over a week some permanent damage to the brain is likely, although 
often very slight. There may be some residual defect of memory, attention 
and power of learning, and such a child must be handled tactfully, or 
aggressive or other behaviour symptoms may develop. A recent advance in 
treatment is the use of cortisone or corticotrophin, but it must be given 
very early after onset. Results so far are equivocal and further experience 
is necessary. Another recent treatment advocated is the old one of protein 
shock, by daily intravenous T.A.B. vaccine injections in dosage regulated 
to give a reacting temperature of under 103° F. (39.4° C.) (Knouf and 
Bower, 1954). In these authors’ series the injections were continued until 
the patients were clinically and electroencephalographically normal—a 
rather startling claim which will require confirmation. 

Seroprophylaxis in contacts.-The use of convalescent or adult serum for 
preventing or modifying measles in family or other contacts has largely 
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fallen into disuse, owing to the risk of producing serum hepatitis. The 
gamma globulin fraction of human serum, in which the antibodies are 
highly concentrated and which is not icterogenic, is now preferred. A recent 
report from the Central Public Health Laboratory (McDonald and Cock- 
burn, 1954) confirms its superiority over adult serum in preventing or 
modifying measles in contacts. Unfortunately gamma globulin is in very 
short supply, since only 1 g. is obtainable from a pint of human blood 
Its use must therefore be restricted to weakly child contacts, to those 
suffering from concurrent illness, to those living in poor environmental 
conditions, and to contacts of measles in children’s wards when a case 
occurs. It should not be given to babies under the age of six months who 
are exposed to measles, unless the mother has not had measles. The 
suggested dosage is: for modification, 250 mg. (3 ml.) at all ages in children; 
for prevention, under 1 year 3 ml., 1 to 3 years 6 mi., and over 3 years 
g ml. Supplies are issued through the Public Health Laboratory Service. 


WHOOPING-COUGH 

Radiology of the chest in whooping-cough not infrequently shows the 
presence of pulmonary shadows corresponding to segments of the lower 
lobes, the middle lobe and sometimes the corresponding linguala process 
on the left side. Most commonly these shadows fill the cardio-phrenic 
angles more or less completely. In lateral films they are seen to correspond 
with one or more of the basal segments of the lower lobes. ‘These shadows 
do not appear as a rule before the end of the second week of the disease 

Cases of this kind are often clinically unsatisfactory. The child tends to 
be fretful and lethargic; cough, expectoration and vomits are usually 
excessive; there is an occasional spike of evening pyrexia; there may be 
slight cyanosis of the lips, molar regions and extremities; the respiration 
rate is slightly raised, although frank signs of broncho-pneumonia are 
absent; and the expected clinical improvement after the third week does 
not materialize. Such an unsatisfactory course calls, whenever possible 
for an x-ray of the chest 

We know from necropsies on cases of broncho-pneumonia and convul- 
sions in whooping-cough that areas of pulmonary collapse with accumulation 
of thick mucus in the corresponding bronchi are often demonstrated; and 
in non-fatal cases exhibiting the radiological and clinical features which 
I have just described, bronchoscopic examination usually shows an accumu- 
lation of thick mucus in the related bronchi (Banks, 1949). Lipiodol examina- 


hi are still 


tion has shown, however, at least in one series, that these bron« 
patent and often dilated, since lipiodol is seen within them and penetrating 
even to the centre of the pulmonary shadows (Marquézy and Renault, 
1949). Actual blockage, complete or partial, must therefore in some cases 
be limited to the small bronchioles supplying the alveoli in the shadowed 


areas. A French view based on these lipiodol observations is that the pul. 


monary shadows represent ‘apneumatic areas produced by functional inter- 
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ference with the ciliated columnar epithelium of the mucosa and consequent 
stagnation of exudate in numerous minute bronchioles leading to the alveoli’ 
(Marie, Sée and Eliachar, 1955). 

Perhaps because of this demonstration of patency of the bronchi to 
lipiodol, French practice does not lay stress on postural drainage in treat- 
ment. I have, however, regularly seen through the bronchoscope an 
accumulation of muco-pus in the bronchi in such cases, and in practice 
I have been impressed with the success of postural drainage treatment in 
many of them. When there is a combination of pulmonary collapse and 
pneumonia, as in severe cases with high-grade pyrexia, the infective element 
in the process must, of course, be treated first with antibiotics, such as 
penicillin, a combination of penicillin and streptomycin, or chloramphenicol. 
But as soon as the temperature falls and the general condition permits, 
postural drainage should, in my view, be instituted. This can be done for 
the lower lobes by laying the child twice or thrice daily for twenty minutes 
over a double inclined plane such as the Brompton frame (Banks, 1949), 
or even over an upturned chair covered with a mattress; and at night the 
foot of the bed should be raised about 27 inches (70 cm.), so that the 
shoulders are at a lower level than the pelvis. Collapse of the middle lobe 
and linguala process needs no special treatment in whooping-cough, as it 
generally rights itself when the child is able to run about. 

These pulmonary shadows, to be sure, often resolve spontaneously with- 


out special measures in the course of a few weeks or months, but as long 


as they remain there is the possibility of repeated pyogenic infection 
weakening the bronchial walls and laying the foundations of bronchiectasis 
In my view, it is most desirable that the condition should be diagnosed 
and treated when present, and that such a child should be kept under 
supervision until he is radiologically and clinically clear. 


GASTROENTERITIS OF INFANTS 
So-called non-specific gastroenteritis of infants appears to have become 
milder and less frequent in Great Britain. Results of new forms of treatment 
are therefore difficult to assess. Yet as a result of my personal experience of 
this disease in Park Hospital, I have little doubt that the new concept of the 
coliform etiology of this disease and the antibiotic treatment based upon it, 
constitute a considerable advance in treatment. 

Certain types of E. coli, defined by specific agglutination tests, are 
regularly found in enormous numbers in the stools of affected infants at 
the onset of the disease. During an epidemic the same serotype of E. coli 
has often been found in about go per cent. of the cases admitted to hospital 
The duration of carriage of these organisms is generally from one to three 
weeks. They are rarely found in the stools of healthy infants (and hardly 
ever in older children and adults), although very mild and even symptomless 
cases can occur in contact infants. The pathogenicity of the organisms is 
difficult to prove a; there is no susceptible laboratory animal; but there is 
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evidence from ingestion experiments in volunteers that large doses may 
cause intestinal upset, including diarrhea and vomiting. Specific antibody 
has been found, though in low titre, in a proportion of those tested 

An advance in treatment can be claimed only when this knowledge of 
etiology is linked with appropriate antibiotic treatment, as determined by 
reliable laboratory tests in each case; and the antibiotic should preferably 
be applied before serious dehydration has set in, with all its nutritional 
and abnormal biochemical consequences. Even in dehydrated cases, how- 
ever, provided that correction of fluid and electrolyte balance proceeds 
concurrently, treatment with the appropriate antibiotic for the strain of 
E. coli present greatly shortens the course of the disease. In the area in 
which I worked oxytetracycline was found to be the most generally suitable 
antibiotic. Nearly all the specific strains of FE. coli isolated were sensitive 
to it; and in the relatively small dosage employed, 100 mg. 6-hourly for 
five days, it usually stopped vomiting and reduced diarrhea within a day 
or two without inducing its own gastro-intestinal side-effects. Feeding could 
thus be started within twenty-four to forty-eight hours and be rapidly 
increased in strength with consequent slight loss of nutrition 

In each case it is essential to examine the stools for serotypes of FE. coli 
and to determine the sensitivities to the various antibiotics of any strain 
that is isolated. But during the first two to three days, while this report 
is awaited, oxytetracycline can nearly always be usefully applied. In my 
experience, it was rarely necessary to change to another drug when the report 
was received. The drug is bacteriostatic rather than bactericidal. ‘The specific 


E. coli disappear from the stools during treatment as a rule, but may 


reappear a few days after the course of treatment ends. This bacteriological 


relapse may be accompanied by clinical relapse. If a clinical relapse is 
watched for carefully, it can be treated early and effective by a second 
course of the drug. After that the infant’s recovery is usu: “4 though 
occasionally interrupted by a short second relaps« 

It is sometimes argued that these serotypes of FE. coli may only be 
commensals, without pathogenicity, and that equally good results in gastro 
enteritis of infants may be obtained merely by correcting fluid and electro- 
lyte balance and then gradually building up nutrition. This is not so in 
my experience. After treating about 750 cases in the last five years I am 
convinced that the timely addition of an appropriate antibiotic under strict 
bacteriological control is lifesaving, shortens the period of isolation in 


hospital, and makes the treatment much simpler and more satisfying 
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ADVANCES IN THE TREATMENT OF 
INJURIES FROM ACCIDENTS 
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Surgeon in Chief, Birmingham Accident Hospital; 
Lecturer in Surgery, University of Birmingham 


THis essay on a large and developing subject cannot pay tribute to all 
advances in fundamental knowledge made by research workers over many 
years, by surgeons with new techniques of repair and reconstruction, and 
more recently by anesthetists who, with the help of early and adequate blood 
transfusion, have advanced the safety of general anesthesia and made 
possible long surgical repair operations at the acute stage of injury 

Much of this article is based upon the 14 years’ experience of the Birming- 
ham Accident Hospital in the treatment of 531,000 civilian injuries of all 
types. The crux of the whole problem is the change in hospital organization 
necessary for the practical application of our present knowledge in the care 
of very large numbers of injured people. ‘The answer to this is now quite clear 
Advances in the treatment of accidents depend upon the institution of a 
completely new tempo and quality of hospital treatment services. Ex- 
perienced surgeons must always be immediately available and the same 


speed and quality of services always available from the other essential 


departments——nurses, laboratory staff (in emergency, mainly for safe blood 
grouping), a 24-hour-a-day radiological service with staff trained in the care 
of the acutely injured, and operating theatres and their staff immediately 
available at all times 

All must work as one team, for delay at any stage of treatment in severe 
injuries can be fatal. When such teams are always immediately available the 
evidence shows that a great deal of permanent crippling can be prevented, 
injuries that would have been fatal even during the last world war can be 
successfully treated, and these results can be achieved with a saving of time 
both to patients and hospitals. Evidence in support of these findings is 
contained in the reports of war casualties treated in Korea (Ann. Surg., 
1955; Prentice et al., 1954); there the American hospitals (with all equip- 
ment, including even a heavy ‘artificial kidney’ apparatus) were within 
thirty minutes’ helicopter flight from the front line. The wounded were 


under full surgical care within an hour of their wounding 


THE EFFECTS OF INJURY 
On the circulatory system.—Surgery has long recognized that injury im- 
mediately triggers off a series of processes, starting perhaps as a physiological 
response but often, particularly in severe injury, progressing quickly into a 
series of pathological changes ending perhaps with death in a state of 
profound circulatory collapse. The classical research of Grant and Reeve 
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(1951) produced evidence that if blood volume is allowed to fall rapidly 
below 75 per cent. of its normal, life is endangered and, if such patients 
survive, their clinical progress 1s 
influenced by both the degree and 
the duration of their low blood 
volume. Clinical surgery has been 
slow to appreciate that very early 
diagnosis of the nature and extent 
of an injury must be the starting 
point of any logical treatment. In 
no other way can each phase be 
anticipated and treatment insti- 
tuted to prevent progress to an 
irreversible pathological state 

On thermal injuries.—Research 
into the nature of thermal injuries 
is a clear example of the impor 
tance of early diagnosis. Burns 
and scalds cause a wound in the 
circulatory system characterized 
by a zone of damaged and grossly 


permeable capillaries through 


which plasma loss immediately 
starts and continues for at least 
twenty-four hours. If the area of 
the burn is less than 15 per cent 
of the total body surface in a 


young adult, the natural adjust 





ments of the body in favourable 


I I I ustrate the final functions , 
' rv after primary excision and graft conditions may in time fully com- 
g of an 8 per cent. surface whole sh pensate for the loss. If the area is 
: mn (treated by Mr. Doug : 
Sh ad’ die aah Gael aes a greater than 15 per cent. the loss 


of plasma volume will reach a 


dangerous level and may be fatal 


In larger burns (i.e. 40 per cent. surface area or over) an acute loss of red 


cells may further complicate the ‘shock’ phase. Since plasma and red cell 
loss are related to the size of the burn the essential first stage in the care of 


severe thermal injuries is the diagnosis of the nature and exact extent of 


the injury. Other aids in assessing the transfusion requirements are repeated 
haematocrit determinations and in certain difficult cases blood volume 
estimations. If the burn is to be excised and grafted immediately, to the 
volume of inevitable plasma loss must be added the loss of blood volume 
from surgery 

For example, a boy of 13 with an 8 per cent. full thickness skin loss burn was 


considered suit 


able for primary excision and grafting. The venous haematocrit four 
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hours after injury was 52 per cent. (normal 41 per cent.). An estimation from the 
average blood volume for this age showed that he required 660 ml. of plasma to 
bring his haematocrit to normal. This was given during the induction of anesthesia 
Altogether three bottles of plasma and three of blood were given during operation 
His hematocrit at the end was 45 per cent.; a further bottle of plasma brought it 
down to 38 per cent. On the following day he was eating well with a hemoglobin 
of 97 per cent. All grafts were successful (fig. 1) 

With added knowledge gained from plasma and blood volume studies in 
the care of thermal injuries much larger areas of whole skin loss burns are 
now being excised and grafted safely as primary procedures. Much larger 
areas may one day be treated in this manner when the problem of the 
permanent take of homografts is solved in man. The first step towards the 
solution of this problem in practice is to show that it is soluble in principle, 
and Medawar has approached this stage in his animal experiments. | 

On other injuries.—-The correct estimation of blood volume depletion in 
non-thermal injuries is also dependent upon the quality of early clinical 
diagnosis. Unlike the loss in thermal injuries, simple hemorrhage is all- 
important and this may be aggravated by the additional trauma of movement 
A single closed fracture of the femur can result in the loss of 2 to 4 pints 
(1 to 2 litres) of blood into the thigh. Multiple or unusually severe closed 
fractures can be responsible for the loss of half the total blood volume within 
a few hours of injury. Research by blood volume studies in acute civilian 
injuries by Clarke et al. (1955) has shown the amounts of blood loss in a 
wide variety of injuries. The same workers have demonstrated that: (a) 
a clinical assessment of the amount of blood loss to the outside and into th: 
limb swelling can be made with considerable accuracy; (b) blood volum« 
loss during operation, as checked by swab weighing, may be considerable 
and must be made good; (c) loss after operation varies with the nature of 


the injury and the quality of repair: in many civilian injuries it is clinically 


unimportant. 

All the available evidence shows that the early restoration of a normal 
blood volume adds considerably to the safety of all life-saving operations 
after injury and that it brings injuries, formerly considered unjustifiable 
operative risks, within the ambit of surgical repair. This latter group is now 
presenting surgeons with considerable technical problems, particularly wit! 
abdominal and pelvic visceral injuries associated with severe damage to the 
bony thorax (Proctor and London, 1955) and with grossly displaced fracture 
dislocations of the pelvis. 

Clinical evidence strongly suggests that the restoration and maintenance 
of a normal blood volume expedites the healing process of all damaged 
tissues. Recent research shows that it prevents many of the biochemical 
changes that occur in under-transfused patients, including electrolyte 
imbalance and disturbances in nitrogen and protein metabolism. There is 
evidence that it is the only certain preventive measure against traumatic 
anuria and a variety of other aspects of the ‘illness of trauma’. Although 
blood loss is only one of the factors in severe trauma, correction of this loss 
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prevents many of the ill-effects, immediate and delayed, previously ascribed 
to ‘traumatic shock’ 


THE BACTERIOLOGY OF TRAUMA AND ITS SURGICAI 
IMPLICATIONS 

Through the work of Lister, clinical bacteriology achieved its earliest and 
greatest triumph in the field of surgery. Once the antiseptic and aseptic 
methods had become established, surgeons and bacteriologists turned to 
other fields. The research of Wright (1942), Fleming (1919) and others 
during the 1914-18 War on the nature of wound infection again attracted 
surgical interest. Their outstanding conclusions were 

(a) The natural resistance of viable tissues is of the greatest importance 
in preventing wound infection 

(b) The local application of antiseptics strong enough to kill contaminating 
pathogens may also kill and certainly lower the viability of living tissue. 

(c) Immunization, either active or passive (except in tetanus), is of little 
use. 

These conclusions still hold good 

The more recent discovery of chemotherapy, especially of antibiotics, 
stimulated further research on wound infection, its prevention and control 
In their turn these discoveries brought new problems. First the need for 
further study of the pathogenicity of various organisms, then to find the 
agent for their elimination; next the emergence of antibiotic-resistant 
bacteria and the need to discover new antibiotics to combat these resistant 
strains. Finally, the clinical conclusion that organisms should not be con- 
sidered as each producing an independent syndrome of infection but as 
mutually contributing to the pathology, one organism often enhancing 
another's growth. For example, a gardener who pricks his finger and quickly 
develops a pyogenic infection has enhanced rather than lessened the pos- 
sibilities of the later growth of the clostridia of tetanus in the wound. So we 
are led back to Almroth Wright’s conclusions, more recently supported by 
the further research of Miles (1943) and his colleagues, that the important 
factors in preventing infection are the quality of circulatory responses in 
the wounded tissues within the first hour after wounding. ‘These responses 
must provide a sufficiency of leucocytes, specific antitoxins and other 
constituents of the blood if they are to be effective in the elimination of any 
contaminating organism. The surgical implications of this evidence are 

(1) All open wounds must be seen early and treatment instituted to 
improve their natural defences 

(2) Every effort should be made to lessen the risks of added infection 

Extensions of the aseptic method in wound treatment.—Aseptic methods, 
long established in operating theatres, have now been adopted in ward 
and outpatient dressing stations (McKissock et a/., 1941; Williams ef al., 
1945; Clayton-Cooper and Williams, 1945). This advance has the support 


of studies on the prevention of spread ot pathogens by dust suppression 
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(Van den Ende et al., 1940; Van den Ende and Spooner, 1947; Van den 
Ende and Thomas, 1941), controlled ventilation (Cairns, 1939; Bourdillon 
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Fic. 2.—-Ilhustrating some of the principles followed in the desigr 
1 clean-air operating theatre for the Birmingham Accident 
Hospital. Filtered air, free of dust and bacteria, enters under 
pressure through many vents and then ‘pistons’ down in a 
uniform flow over the whole operating area and its immediats 
surrounds, flowing out through exit vents near floor level. Any 
contaminants entering the air from the patient or operating 
team are immediately forced down to floor level and away 
from the exposed wound. For ease of maintenance and quick 
physical cleansing there are no hanging fixtures. The shap« 
gives an improved quality of operating theatre lighting 


and Colebrook, 1946; Girdlestone and Bourdillon, 1951), air disinfection 
(Bourdillon et al., 1948) and other improvements in the technique and 
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arrangements for wound dressing (Gissane ef a/l., 1944). All this has involved 
a detailed study of wound bacteriology and has coincided with the develop- 
ment of antibiotic therapy. Now that advances in resuscitation, anzsthesia 
and the safety of early repair surgery are bringing to operating theatres very 
large open wounds—particularly in thermal injuries—requiring long repair 
procedures, a new emphasis has been placed on the risks of air-borne 
infection of wounds occurring in the operating theatre itself. Lister recog- 
nized this risk, but later discounted its importance in the quick surgery of 
his day. The grave dangers of air-borne infection in operating theatres are 
now recognized (Sevitt, 1949) and additional aseptic methods for the 
prevention of such infections have been described (Gissane, 1953) (fig. 2) 


ANTIBIOTICS AND THE EMERGENCE OF RESISTANT STRAINS 
Fortunately, a serious and common wound pathogen, Strep. pyogenes, has 
so far not acquired a resistance to penicillin; a similar freedom from 
acquired resistance to polymyxin can be claimed for Ps. aruginosa (Jackson 
et al., 1951). Staph. aureus, the coliform bacilli and especially the Proteus 
group, however, have all acquired resistant strains to most of the agents now 
in common use. It is therefore important to use all possible means to prevent 
the further emergence of antibiotic-resistant organisms. After initial 
enthusiasm the prophylactic use of the newer antibiotics is now discouraged 
it seems wiser to save them for treatment than to use them for the prevention 
of infection. More important still is the institution of a high standard of 
aseptic precautions in wards, dressing stations and theatres. Hospitals 
should seek to lessen the risk of transfer of resistant pathogens throughout 
the building. Finally, treatment by antibiotics should always be under 
laboratory control by sensitivity testing 


PROPHYLAXIS AND THERAPY FOR TETANUS AND GAS 
GANGRENE 

The blind rule that anti-tetanic serum (A.T.S.) should be given for all 
open wounds in all people when they visit a hospital or a doctor has its 
dangers. Reactions to A.T.S. are not uncommon and, on rare occasions, 
are immediately fatal. Although tetanus most often follows very trivial 
pricks, particularly of the fingers, in civilian practice it is a rare condition 
considering the very great number of sma!! wounds at risk. Prophylactic 
antiserum should therefore be given to those workers whose intact skin is 
likely to have been soiled with the organisms before wounding, and to those 
wounded in circumstances in which there is a reasonable suspicion of the 
clostridia contaminating the wound. In all small wounds seen for the first 
time with a pyogenic infection, it is important to remember that the pyogenic 
infection has enhanced the possibilities of the later development of tetanus 
Prophylactic immunization with tetanus toxoid has proved its value and 
in wounded persons is as effective as antiserum in individuals already 


actively immunized. Tetanus toxoid has no risks from anaphylactic reactions 
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The organisms of gas gangrene are common skin contaminants. In civilian 
practice the risks of developing gas gangrene would seem to be entirely 
dependent upon the nature of the wound. When muscle is widely exposed 
but is viable, the risks of gas gangrene are negligible, but if dead muscle is 
exposed even through a small wound the risks of gas gangrene are great. 
It is clinically impossible by visual examination alone to distinguish dead 
from viable muscle within an hour or so of injury: both may be as red as 
butcher’s meat. It is therefore essential to test the muscle belly’s response 
to stimulation. The only effective prophylaxis against gas gangrene is the 
early and radical excision of all dead muscle in open wounds. The prophy- 
lactic and therapeutic value of penicillin against gas gangrene was strongly 
supported by experience of battle casualties in the 1939-45 War (Florey, 
1952). Polyvalent antiserum was also shown to have therapeutic value 
(MacLennan, 1943). MacLennan and MacFarlane stated that in their 
experience gas gangrene was often fatal unless infected tissues could be 
removed, even if antitoxin was administered. Altemeir and others describe 
the development of a toxoid for immunization, but its value has not yet 
been proved in man. The recent evidence on wound infection makes it 
clear that prevention is still dependent upon the very early surgical care of 
all wounds. 

Colebrook (1950) has described this ‘new approach’ to the treatment of 
thermal injuries. My former close colleague, the late Peter Essex-Lopresti 
(1950), has reviewed surgical techniques in the treatment of major open 
wounds, that have proved successful in the prevention of infection. 


A NEW APPROACH TO THE REPAIR OF INJURIES TO THE 

LOCOMOTOR SYSTEM 
In some locomotor system injuries, only open operative repair can oppose 
divided and functionally important tissues with the accuracy and freedom 
from all tension strain essential to their sound repair. It is therefore neces- 
sary to define this group from those injuries better treated by more con- 
servative methods, and to be certain that such operative repairs as are 
necessary have a negligible or minimal risk of infection. Obviously the ideal 
time for repair is immediately after an injury, when each tissue is easily 
recognized, and before the injured area is veiled by the progressive local 
reactions to trauma—<«edema, granulation tissue, fibrosis. Fortunately this 
is also the time when healthy skin or a fresh open wound can be cleansed of 
its contaminating pathogens by gentle but thorough washing with a good 
lather soap or detergent. 

On the diagnosis of the extent of an injury.—This assessment can be made 
with accuracy only when injuries are seen very early and before the whole 
area presents a generalized swelling. Shortly after injury the site and degree 
of swelling indicate the site and degree of associated soft-tissue trauma; 
gentle palpation for local tenderness will add to this picture. From the 
examination of x-rays the type of violence causing the injury can be assessed 
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and from the bone and joint displacement further information concerning 
the nature of associated soft-tissue injuries can be gained. Next, under 
general anesthesia a gentle manipulative test for all instabilities is made, 
followed finally by testing the stability of the reduction of the bone or joint 
injury. This examination of limb injuries can be completed within an hour 
or two of the accident and from it an assessment can be made for or against 
the need for open repair. In severe closed injuries, particularly in those 
areas where the normal skin cover is tight—.e. the lower leg, the ankle and 
the elbow—there should be no delay in proceeding with open repair. Delay 
in these areas results in blistering and edema, which means that the skin 
cannot be cleansed by the simple act of thorough washing. Obviously (again 
to prevent infection) there should be no delay in the treatment of all open 
injuries. 

If we are to add to our present knowledge of ‘the anatomy of injury’, it 
is important to record carefully the findings of such clinical examination and 
the clinical assessment. When open operation follows in the bloodless field 
of a tourniquet clearly displaying the full extent of the injury, these findings 
should also be carefully recorded. 

Examples of the extent of division of soft tissues in some Common injuries, 
together with some principles governing the operative exposure and repair, 
may clarify this new approach. In these examples prominence is given to 
the importance of the sound repair of torn ligaments, partly because current 
literature includes all the recent advances in tendon repair (Bunnell, 1948), 
hand injuries (Rank and Wakefield, 1953), peripheral nerve injury (Med 
Res. Counc., 1955), and the techniques of wound closure by early skin graft, 
and partly because ligaments play an important part in maintaining the 
stability and mobility of joints, as well as carrying the blood supply to the 
bones they cover. Even after closed reduction of fractures and fracture-dis 
locations, ligaments may be under such tension strain that their union may 
be slow and imperfect 


FRACTURE-DISLOCATIONS OF THE HIP 
Fracture dislocations of the hip are becoming common in this motor-cycle 
and motor-car age. 


In the x-ray shown in fig. 3, the dislocation is upwards and backwards and is 
associated with a large displaced fragment from the superior and posterior rim of 
the acetabulum. In the ‘build up’ of associated and important soft-tissue damage, 
it is known that to this fragment is attached the proximal attachment of a large part 
of the capsule of the hip joint. If the distal attachment of the capsule to the femoral 
neck is firm, then on reduction of the dislocation this large bone fragment will be 
accurately replaced and firmly held in position 

On manipulative reduction of this dislocation, joint stability was not secured 
X-rays taken after this reduction showed the acetabular fragment still grossly dis- 
placed. The implications must be that the capsule of the hip joint is grossly torn 
and displaced, and to regain joint stability it must be repaired. At operative repair, 
two days later, and with the dislocation reduced, the approach was over the area of 
soft-tissue damage : i.e. the postero-lateral exposure to the joint. On reflection of the 
gluteus maximus the whole anatomy of the injury was at once displayed. The 





458 THE PRACTITIONER 


acetabular fragment still lay in its grossly displaced position superficial to the 
ruptured pyriformis (the usual finding in these injuries), and to it was attached a 
large part of the joint capsule. As a result, although the femoral head was in its 
reduced position, both it and the femoral neck were bared of their capsular cover 
The joint was redislocated and the multiple loose fragments of bone from minor 
chip fractures of the femoral head and acetabular fossa were removed. After reduc- 
tion of the dislocation the acetabular fragment was exactly reduced. The joint 
capsule could then be soundly repaired by direct suture to the remnants remaining 
in the femoral neck. On test the reduction was then stable. 

For stability of reduction 
with such large fragments, it 
is generally necessary to fix 
them in their reduced position 
by two vitallium screws. 

The longest ‘follow-up’ of 
open repair in this type of 
injury is now five years but 
the numbers are not of statis- 
tical significance. So far there 
has been no case of aseptic 
necrosis and from what one 
sees at operation the blood 


supply to the femoral head, “1G. 3. —Fracture-dislocation of the hip. From the 
yarticularly that part of it t shadow picture of bone and joint displace- 
perticuiarty that part OF it Mos ment the nature and degree of soft-tissuc 
affected by aseptic necrosis injury can be deduced. Here the large and 
the = and ; grossly displaced acetabular rim fracture 
1¢ superior and postero carries the proximal attachment of a large 

superior quadrant—should be oe of the engeule of the hip join Aver 
: : closed manipulative reduction of the dis 
in better shape after the exact location, this fragment remained displaced 
and early repair of the tissues upwards and grossly displaced backwards 
that carry their blood supply (as seen in lateral view x-rays). The capsule 
7 o suppty of the hip joint must therefore be widely torn 

than when the femoral head and grossly displaced. The multiple small 
bone fragments (shown in inset) removed 
from the joint itself, and coming from chip 
covered by avascular fibrous fractures, are an uncommon complication 


and neck are left bare to be 


tissue. The significance of ace- 
tabular rim fractures is not their size but their failure to assume their 
correct position after the closed reduction of the dislocation. 


THE CARPUS 


Dislocations and fracture-dislocations (and many fractures) of the carpus 
are also associated with gross damage to ligaments (fig. 4, 5). The hand, 
following all movements of the radius, depends for much of its power and 
stability upon the radio-carpal ligaments. A supination compression force 
is responsible for the majority of carpal and wrist injuries. In carpal injuries, 
as the hand and carpus rotate excessively in relation to the radius (or, put 
another way, as the radius rotates beyond its physiological limits on a fixed 
outstretched palm, as in a fall) the axis of movement is on the u!nar side of 
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the wrist and the most severe injuries to ligaments should therefore occur 
at their volar, radial and dorsal attachments to the radius. 

In a series of open reductions of unstable dislocations and fracture- 
dislocations of the radio-carpal and carpal joints, injuries to these ligaments 
with gross displacement have always been observed (fig. 6). Repair of the 
volar ligaments alone has resulted in stability of reduction and return of 
good power and function; 
repair of the radial and dorsal 
ligaments alone has not been 
followed by the return of 
good power. Probably the 
ideal repair would include 


Pmtocm 

miguiilte volar, radial and lateral 
dorsal ligaments. An inter- 

ee eed - 

Stes oom esting pattern of the injury 

a - of dislocation of the lunate 


Sentiom eee . ; 
was demonstrated in an op- 


eration for the repair of the 
radial and dorsal ligaments 
alone. It would seem that in 





Fic. 4.—The normal attachments of the radio- this 7 ligament damage 

carpal ligaments. must first allow the scaphoid 

to rotate behind the lunate 

and literally push this bone forwards out of the carpus, and then the scap- 

hoid returns to something like its normal position, but the torn ligaments 
remain displaced. 

From this evidence of gross ligament damage in carpal injuries one sus- 
pects that many of the weak wrists following non-union of fractures of the 
scaphoid may be due to unsound repair of associated ligament damage, and 
that the strong wrists, so often observed when established non-union of the 
scaphoid is present, are the result of sound ligament repair. 


FRACTURE-DISLOCATIONS OF THE THUMB 
Gross ligament damage is always associated with the fracture-dislocation 
of the thumb named after Bennett (fig. 7). It is interesting to recall that 
Bennett wrote, with exceptional honesty, that he was never able to restore 
full and painless power to the thumb after this injury. This injury is caused 
by adduction violence at the carpo-metacarpal joint. The palmar soft 
tissues covering the beak-shaped fracture are slackened by the compression 
force causing the fracture, but the ligaments on the opposite dorsal aspect 
of the joint, being under considerable tension strain, are widely torn and so 
the metacarpal base is dislocated backwards off the saddle of the trapezium. 
The incision for repair is therefore placed dorsally. The fracture-dislocation 
is accurately reduced and the fracture immobilized with a small screw 


entering from the dorsal surface. Tension strain on the ligaments being 
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reduced, they are then accurately approximated by suture. The functional 
results of these open repairs can be perfect—depending upon the accuracy 
of the repair, which in its turn depends upon surgical technique and the 
state of the tissues after injury. 


FRACTURE-DISLOCATIONS OF THE ANKLE 
Fracture-dislocations of the ankle present much the same fundamental 
problem as Bennett's fracture-dislocation: the need for very accurate 
reduction and solid fixation of the bone element before tension strain can 





Fic. 5s. Fic. 6 
Fic. 5.—The injury to the radio-carpal ligaments displayed at operation for the repair of 
an unstable fracture-dislocation of the carpus. Not only are the ligaments still grossly 
displaced after reduction of the dislocation but there is considerable displacement 


of the torn posterior synovial lining of the carpal tunnel. 


Fic. 6.—The final deep repair. 


be taken off the torn ligaments and thus permit their exact approximation 
and sound repair. ‘The majority of all ankle injuries are due to a rotation 
violence of the ankle mortise upon a fixed talus. Generally, the strain on the 
mortise is taken first by its fibular component and the force rotates the 
fibula outwards. When the rotation reaches the end of its normal range the 
anterior distal tibio-fibular ligament is torn, and then the short fibres deep 
to this ligament. Next the fibula fractures in an oblique manner, and this 
oblique fracture may continue on to the postero-lateral quadrant of the 
tibia (the so-called posterior malleolus)—these fractures generally prevent 
the tearing of the posterior distal tibio-fibular ligament. ‘The whole of the 
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8.— X-rays from a case of external rotation fracture-dislocation of the ankle. 
(a) Antero-posterior film before operation. 

(b) Lateral film before operation 

(c) Antero-poste nor film after operation. 


(d) Lateral film after operation. 
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rotation strain is now taken by the short fibres of the deltoid ligament, and 
these rupture or the medial malleolus is avulsed. The talus is now free of 
the confines of the ankle mortise. It is a simple manipulation to put the 
talus back ‘relatively accurately’ within the ankle mortise, but closed 
manipulations can never be a guarantee that it will not subsequently shift 
or that the all-important ligament component of the mortise will unite 
soundly. Over the last decade I have treated all fracture-dislocations of the 
ankle in working men and young, or comparatively young, women, by open 
repair. I have checked, by a late 
‘follow-up’, the first hundred so 
treated, and both the short-term 
and long-term results are far su- 
perior to those which I obtained 
when I treated these injuries by 
the usual closed manipulative 
method. 

The old dictum, that severe 
sprains of the ankle take longer to 
recover than many fractures, may 
well be due to our failure to close 
(by open operation and screw 
fixation) even minor degrees of 
diastasis at the distal tibio-fibular 
joint. | have no experience of this 
for I have neither the time nor the 
beds available to treat such injuries 
by open methods. Severe sprains of 





Fic. 9.—The patient, whose x-rays are the anterior band of the ankle’s ex- 


shov u w. 5 vi d 8 )0OD 
hown in fig. 8, back at his job twelve ternal lateral ligament are due to an 


weeks after the injury “ior 
adduction violence and can, if diag- 
nosed, be adequateiy released from tension strain by plaster fixation with 
the foot in the neutral position. ‘They will then heal soundly. 

Figures 8 and 9g illustrate a type of external rotation fracture-dislocation. 
Although in this patient, a middle-aged builder, there was an extensive 
compound wound due to the bursting of the medial malleolus through the 
skin, the significant wound was to the ankle mortise and over its all-important 
fibular component. All incisions for repair of this type of ankle injury are 


therefore over the fibula. 


VERTEBRAL INJURIES 
Finally are the ligament injuries that cannot be released from tension strain. 
Undoubtedly the most important in this group are those associated with 
gross anterior and lateral compression fracture of the vertebra. Again, early 
clinical examination may be of considerable help in assessing the degree 
and nature of the dorsal ligament injuries. ‘The final assessment is based upon 











Fic. 10a Fic. 10b 


Fi 10.—Fracture-dislocation of the first on the second cervical vertebra. 
1) Before treatment. 
(b) After fixation by bone from occiput to second cervical vertebra. 





Fic. 11 (Compression fracture of the second lumbar vertebra, associated with complete 
division of the interspinous and interlaminar ligaments between L2 and L3, and a 
horizontal tension fracture of the dorsal spine of L.1. This patient was treated by a 
bone graft from Li to La 
(a) X-ray before treatment 
(b) X-ray showing graft consolidation twelve weeks after treatment 
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this examination, together with careful examination of x-rays. On early 
examination a considerable haematoma may be seen over and between the 
dorsal spinous process or at the sides of the main muscle mess. Palpation 
may reveal areas of tenderness and on occasion the palpating finger will 
sink between the dorsal spines indicating that even the most superficial 
fibres of the interspinous ligaments have been grossly torn and displaced 

The treatment of this group of injuries, i.e. when the ligament damage is 
judged irreparable, falls into two main subdivisions 

(1) Preliminary near reduction of the bone deformity to gain reasonable 


contour, before the replacement of ligaments by bone graft 


(2) The acceptance of a stable position, even in deformity, of a vertebral 
compression fracture and the replacement by bone graft of the irreparable 
ligament imjury 

Figure 10 represents the first subdivision 

4 youth, who attended for the first time ten weeks after hitting his head on the 
bottom when diving ‘into the shallow end’, complained that he could not lift up 
his head and had ‘some tingling’ in his fingers. A near reduction was achieved by 
skull traction and, while still en traction, an occiput to 2nd cervical bone graft was 
firmly placed In position The traction was continued for a further seven weeks 
The lad returned to full working function after four months 

Figure 11 is an example of the second subdivision 

4 heavy manual worker, aged 43, was admitted with a moderate wedge com- 
pression fracture of the second lumbar vertebra, associated with a dorsal haematoma 
X-rays also showed a split fracture of the dorsal spine of the first lumbar vertebra, 
and malalignment of the posterior surface of the body of the second lumbar vertebra 
in relation to its adjoining bodies strongly suggested an injury of the ligamentum 
flavum, the lamina and the posterior articular facets. Operation three weeks after the 
injury revealed a complete tear of the interspinous ligament between the second 
and third lumbar vertebra with no attempt at repair; the lamina of the third lumbar 
vertebra was at an appreciably deeper level than that of the second lumbar vertebra 
with obvious damage of the ligamentum flavum 

Ihe interspinous ligaments between the first three lumbar vertebrae were excised 
’ 


and replaced iliac bone grafts. The x-rays showing sound bone fusion were 
taken twe veeks later 
Che longest interval between accident and early bone graft in this series 


has been fourteen weeks (due to the priority needs of other injuries). In this 


patient no attempt at union of the divided dorsal ligaments was observed 

Early bone grafting for back injuries must be delayed until full recovery 
from the side-effects that follow these injuries. In my opinion, early bone 
grafting improves the chances of success as much as does early skin grafting 
and for the same reason—the bed for the graft is in a more viable state. In 
the small series of cases so far submitted to this treatment the functional 
results have been excellent and the return to hard manual work has been 


expedited 


GROSSLY UNSTABLE FRACTURES 
The principles governing the early open repair of grossly unstable fractures 
that cannot be reduced into a stable position by closed methods follow much 
the same principles of operative approach and suture as have already been 
outlined. Again the fundamental conception is that a fracture is a ‘wound in 
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depth’: one aspect of the cylinder of the wound has been under a tension 
strain, the other one a compression strain. If subsequent and additional 
forces have not torn all the soft tissues in the entire circumference of the 


Fic. 12.—Unstable direct-violence 
of tibia and fibula 


(a) Showing extent of tissue damag« 
(b) Skin grafting by cross-leg flap 
Fic 12b (c) Posterior view of legs seven mont 


fracture wound, then the soft tissues carrying the vital blood supply are 
intact on the compression side of the fracture. The operative approach to 
such injuries is therefore logically placed where its trauma adds the least 
damage to the injured area: i.e. on the side of the tension strain. Any bone 
suture material, e.g. a plate and screws, should logically be placed also on the 
side of tension strain: not only because the deep soft tissues on this side will 


already have been dissected by the violence of the trauma but, more impor- 


tant still, the intact soft tissues on the compression side will not be damaged 
by the operative act. 

A very heavy piece of machinery fell on the outer aspect of a foundry worker’s 
leg, pinning it to the ground. In addition to completely unstable direct-violence 
fractures of both tibia and fibula, a certain amount of muscle was killed, and there 
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was extensive loss of skin (fig. 12(a)). At operation, all dead and grossly devitalized 
tissues were removed, the fracture was stabilized by plate fixation on its ‘open’ or 
subcutaneous surface, and the skin defect was covered by a cross-leg flap (fig. 12(b)) 
that carried an additional blood supply to the area of injury. The back view of the 
legs seven months later (fig. 12(c)), when he had returned to foundry work, shows 
the muscle redevelopment of the injured right leg, and the split skin graft used for 
the closure of the donor area 

This is some of the evidence that early surgery can either prevent or 
minimize permanent crippling. Further evidence is contained in Mr 
Douglas Jackson’s (1953) Hunterian Lecture on “The treatment of burns 
An exercise in emergency surgery’, and in an article by the late P. Essex- 


Lopresti (1950) on “The open wound in trauma’. 


CONCLUSIONS 

From this sketchy survey of recent advances in knowledge, it is clear that 
treatment must aim at turning the quickly developing progress to a patho- 
logical state back to the slower but progressive changes of repair. Since 
speed and service are essential the achievement of this objective requires 
considerable facilities and staff. Accidents, particularly serious injuries, 
arrive quickly in hospitals: the emphasis in their transport is on speed. 
Hence Accident Departments are seldom forewarned of the probable 
diagnosis of any injury, and so must stand ready at all times. The total 
requirements in staff and facilities for full immediate treatment of serious 
injuries, being considerable, are also expensive. Such expense can be offset 
by developing large central departments for the treatment of large numbers 
of injured. ‘The cost per accident treated by the Birmingham Accident 
Hospital is approximately {5. The average total cost of each of these 
accidents to the community has been reasonably assessed at {100. ‘Five per 
cent.’ of this cost is not a great deal for treatment. Indeed, if the cost were 
lifted to 10 per cent. and the services of the hospital improved, as they should 
be, improvements in results obtained would result in an over-all saving of 
both money and working time to the community. For example, the adequate 
treatment of the severe compound fracture-dislocation of the ankle shown in 
figures 8 and 9 kept this builder away from work for twelve weeks, but he 
was returned as a productive worker to his trade for the rest of his life 

Approximately twenty-five fully equipped and staffed central accident 
departments, strategically sited, would assure the efficient early treatment of 
all seriously injured in this covntry. Such siting of central services would 
probably require additional accident ambulances to cover the added trans- 
port mileage involved. These ambulances would certainly require improve- 
ments in the present design of ambulance stretcher, to prevent harmful 


movements of the seriously injured patient during transport. Figure 13 
shows the prototype of such a stretcher, now ending its preliminary tests, 
which has been made by the Austin Motor Company, who also designed 
the carrier. I have designed it in the form of the traditional orthopadic 
plaster bed. With adjustments to the footpiece it will accurately fit over 
go per cent. of our male population (height variations 67 inches [170 cm.} 
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to 73 inches [185 cm.}) 
It is made of foam 
rubber mounted on a 
light fibre glass frame. 
The act of placing the 
injured on the stretch- 
er also splints the body 
as a whole. The stret- 
cher is centrally placed 
in the ambulance and 
fixed on a specially 
sprung carrier (fig. 14) 
that absorbs almost all 
vehicle movement. 
Foam rubber splints 
of my design (fig. 15) 
have also proved use- 
ful as first-aid splints. 
hey are easy toapply, 
their softness makes 
them comfortable, 
their springiness 
seems to mould the 
fracture to a very good 
reduction and holds 
it well. X-rays taken 
through them are very 
clear These splints 
may have a_ useful 
function outside hos- 
pital practice. 
Although accident 
hospitals or depart- 
ments will always be 
required to provide a 
different tempo of 
service at all levels 
than those required 
in a general hospital 
practice, they should 
be sited and developed 
alongside general hos- 
pitals, and wherever Fic. 13.—A new design for a stretcher for the 


possible in teaching injured 


. Fi 14 The specially designed ambulance 
hospitals. General the stretcher, that absorbs almost all road 
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hospital services are often required in the over-all care of injuries from 

accidents. Particularly is this so in the total care of thermal injuries in 

children. Further, the injured may be ill before their accident or develop 

an illness during treatment. The medical student can learn a great deal 

of essential fundamental clinical knowledge—in physiology, developing 

pathology, clinical bacteriology, the anatomy of injury and the pro- 
cesses of repair—within a large accident department 

The full team and the full facil- 

ities for the efficient treatment 

of all injuries include many estab- 

lished services outside the pro- 

posed central hospitals Many 

injuries, particularly minor injuries, 

will always be treated by the 

medical departments now firmly 

established in British industry, by 

general practitioners and by the 

casualty departments of all hos 

pitals 

The natural development (as 

against a planned development) 

of the Birmingham centre in 

relation to both general practi- 

tioners and peripheral hospital 

services may have a national Sig 

nificance. In its first seven years 

the hospital received 170,00¢ 

acutely injured peopic In the 

following seven years it received 

260,000 acutely injured Even the 

last twelve months have shown a 

6 per cent. increase in the number 

of patients treated, compared with 

the previous year’s figures. General 

practitioners over a wide regional area are sending increasing numbers of 

injured direct to the hospital, and as peripheral hospitals are now appreciat 

ing the need for early and adequate transfusion, quickly followed by the 

surgery of repair, they recognize that they have neither the facilities nor 

the staff to meet the urgency of such treatment, and in the interests of 

the patient are quickly transferring the severe types of injury to Birmingham 

Che recent Sutton Coldfield train disaster gave evidence of the best type 

of team work in the care of the injured. Local general practitioners were 

quickly on the scene of this accident. ‘The local hospital and its staff treated 

he lesser injured. The more seriously injured were transferred direct to 


the Birmingham centre: the first casualty, suffering from very severe 
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multiple injuries, arrived after a 14-mile journey just forty minutes after the 
actual derailing of the train. He made an excellent recovery. 

The burden of responsibility on general practitioners called to the 
seriously injured would be considerably lightened if they knew where full 
treatment services were always immediately available. 

Any real advance in the treatment of injury in this country is dependent 
upon a national change in hospital policy for the care of the injured, aimed 
at an over-all improvement both in the timing and the quality of their 
treatment services. The achievement of these improvements will depend 


upon attracting the right type of staff at all levels to this service. Neither of 


these important matters has yet received the serious attention it deserves 
Yet a positive and progressive hospital treatment policy is the only way to 
save life and prevent deformity after accidents, and is the only way to 
collect detailed and accurate records, not only of the nature of injury and the 
results of treatment and so make possible further advances in treatment, but 
also of collating from the records the cause of the accident with the injuries 
sustained. Such a hospital policy could make a considerable contribution to 
the over-all study of accident prevention. 
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ADVANCES IN PHYSICAL MEDICINE 


By WILLIAM BEAUMONT, M.R.C.S., L.R.C.P 


Director of Physical Medicine, Westminster Hospital 
Vedical Director, Manor House Rehabilitation Centre, Bedford 


PHYSICAL medicine can be described as the use of heat, movement, radiation 
and electricity for the purpose of reversing, restricting or preventing patho- 
logical conditions. The purpose of this article is to review the forms in 
which treatment by these agents is provided, the biological response, and 
consequent therapeutic value. To be in keeping with the general purpose of 
this special number of The Practitioner, advances will be given special 
attention, but details of technique will be avoided as these are best left in 
the hands of the physiotherapist. 

The varieties of physical methods employed will be dealt with under the 


headings of movement, heat, electricity and radiations. 


MOVEMENT 

It has been said that without movement there can be no function. In the 
past this concept was restricted almost entirely to the locomotor system, but 
physical medicine has advanced beyond this stage and today movement is 
directed towards the treatment of the pathological state of other systems, 
whether resulting from disease, surgical procedure or psychological dis- 
turbance. There are many methods by which this is brought about, and it 
will be necessary to consider each separately. 

Massage his is a form of passive movement or manipulation of soft 
tissue structures, and its greatest use is in post-traumatic conditions in which 
there is circulatory disturbance and the possibility of muscle atrophy 
supervening. Except in so far as it has a relaxing and analgesic objective, 
it is doubtful whether it should be recommended in cases in which the 
symptomatology has only a psychogenic basis. 

Exercises.-The terms ‘remedial exercises’ and ‘medical gymnastics’ are 
household words. In the matter of technique there is little that is new; the 
advance lies in their adoption in fresh realms—surgical, medical and 
obstetric—adapting basic principles of movement to meet the requirements 
of the modern concept of these pathological and even biological states 
(DeLorme, 1952). 

Work therapy.—This must not be confused with vocational training, a 
form of re-training prior to resettlement in a new occupation. It is essentially 
an aspect of therapeutic exercises and its value lies in providing repetitive 
movement by means of objective occupation, and thereby overcoming fear 
of movement, or a disinclination to discard a fixation complex regarding a 
disability. In this way disablement is more pleasantly and quickly reduced to 
the minimum. Arts and crafts, under the name of ‘occupational therapy’, 
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have been used for a long time. Advance has been made by including 
modified types of industrial work, e.g. carpentry, engineering, carried out in 
an atmosphere closely resembling the workshop. As a means of rehabilitating 
casualties—surgical, medical and psychological, in the later stages—work 
therapy is of great value. 

Manipulation.—By right this term should be reserved for the movement 
of articulated structures. It is a revival of a practice which had its origin in 
the years immediately following the Industrial Revolution with the creation 
of a species of practitioners, not unknown fifty years ago as ‘bone setters’ 
These were gradually superseded by the more educated and intelligent 
‘osteopath’, who almost disappeared during the early years of the last war 
Today manipulation is not infrequently practised by the physiotherapist 
and, unfortunately, initiated when anatomical deviation from the normal is 
not definitely determined, reliance being placed on clinical observation 
the diagnosis being assumed rather than established. Moreover, both tech- 
nique and objective differ widely, dependent upon the individual's training 
and experience. In these circumstances it is not a desirable practice. Whilst 
abatement of symptoms may be apparent, it is doubtful if this can be 
accepted as evidence of reversal of a pathological state. These observations 
naturally do not apply to established orthopedic procedure to which the 
term ‘manipulative surgery’ is applied (Coltart, 1949). 

Muscle stimulation—The use of an electric current to produce muscle 
reaction is usually classified under the heading of electrotherapy. Neverthe- 
less, the object of using “he faradic or the interrupted galvanic current is to 
produce the movement of muscles and, in some cases, a joint (Tyler, 1950) 
The therapeutic purpose is to prevent or restore wasting of muscles resulting 
from disuse. There is a difference of opinion as to its value in upper or lower 
motor neurone lesions, but there can be no doubt that if the nerve supply is 
only temporarily affected, neuromuscular stimulation is of considerable use. 
This is particularly the case in the early stages of re-education as a prelude 
to active exercises, and when the patient is disinclined for movement 


HEAT 
This is essential to maintain life and well-being. As a therapeutic agent it 
has been used since time immemorial. One of the sources from which heat 
is derived for use in physical medicine is electrical energy transformed into 


heat or electromagnetic radiations (Krusen and Rusk, 1949). Radiant heat is 
by far the best known. It may be derived from radiations of the visible 


spectrum, or from the invisible infra-red spectrum. This latter is the better 
of the two in most cases because light-sensitive patients tolerate it well 
(Beaumont, 1948). 

Micro-wave energy.The adaptation of the principles of radar is one of 
the most recent advances. Electromagnetic radiation of between 12.5 and 
30 cm, wave-length (i.e. longer than the infra-red and shorter than the 
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Hertzian) provides a source of radiated energy which is absorbed and con- 
verted into heat within the tissue. The term ‘micro-wave diathermy’ is used 
to distinguish it from short-wave diathermy. Its use in this country is still 
somewhat restricted as its position in physical medicine has not yet been 
determined. It is effective in producing localized deep tissue heating (Boyle 
et al., 1952). Diathermy implies through heating of the tissue. It should 
therefore be reserved for the older forms of high-frequency energy, the 
so-called short wave in which the heating effect is due not to radiated 


energy but to transformation of electrical energy within the tissues. For 


therapeutic effect the so-called short-wave diathermy remains the most 
satisfactory method of heating joints and deep structures (Beaumont, 1951). 

Ultrasonics Another recent advance is the employment of ultrasonic 
energy which is dissipated in the form of heat as the result of acoustic waves 
exerting mechanical force as they pass through a medium, whether it be air 
or water. Because these ultra-sound waves obey the laws of light, in that 
they are reflected in their passage from one medium to another, it is not 
illogical to classify this phenomenon as a form of heat by radiation. The 
therapeutic application is usually through a good conducting medium, 
which may be either water or paraffin wax, by means of a quartz applicator 
attached to a generating unit. The dangers, briefly, are destruction of tissue 
cells, and a transient paresis, if energy concentration is high. Difficulty lies 
in determining a therapeutic dose and, in the present state of knowledge, this 
is empirical. There would appear to be little, if any, therapeutic advantage 
over other forms of heat application (Friedland, 1952). 

Little need be said about other methods as these have been in use for 
many years and little, if any, advance has been made in this direction. ‘These 
may be defined as heat by contact with a heated body, and include poultices, 
wax baths, and various forms of water baths and sprays. There is perhaps 
one method which ts of considerable value for home treatment, and that is 
by means of the electric heating pad or blanket. These are quite safe to use 


and, being flexible, can be applied equally well to the chest, back or a joint 


ELECTRICITY 
From what has been said it is obvious that electricity is primarily the source 
of energy from which heat and radiations are derived. An electric current, 
however, is also used to stimulate muscle, and for ionizing tissue fluids and 
chemical solutions; the latter provides a means of introducing into the 
tissues various metals such as silver and zinc, and the chlorides, iodides, 
salicylates and histamine. These have a local therapeutic action of undoubted 
value, but absorption of any of the chemical agents in sufficient strength 
to produce a general effect has not been established except in the case of 
histamine. 
RADIATION 


From long usage this term has become closely associated with the x- and 
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gamma-radiations, but other bands of the electro-magnetic spectrum are 
used therapeutically, as has already been mentioned. 

Ultra-violet radiations have no therapeutic value as heat producers, but 
are definitely biochemical, bactericidal and tissue stimulators. The clinical 
results obtained in some cases of rheumatoid arthritis are at times quite 
striking, although their use is empirical in the present state of our 
knowledge. The effects of localized ultra-violet irradiation on postoperative 
slow-healing wounds will be dealt with later. 

Having reviewed physical methods in general, attention can now be 
directed to advances in their application. 


IN SURGERY 

Pre- and post-operative routine—The preoperative use of exercises is a 
post-war innovation and has a twofold objective. First and foremost is 
instruction in methods designed to bring about maximum respiratory 
function, in order to ensure smooth and easy anzsthesia. This is done by 
training the patient to mobilize to the fullest the structures which make up 
the ‘thoracic cage’, and to clear the upper and lower respiratory channels. 
The second objective is to ‘tone up’ muscles and loosen the joints of the limbs 
and back by the use of simple movements while confined to bed. The 
postoperative procedure is to resume at the earliest moment both the 
breathing and the postural exercises already instituted. In this way respira- 
tory complications are reduced to the minimum, and backache and stiff 
joints are not allowed to develop. In addition, heat, usually in the form of 
infra-red irradiation, is applied to painful areas to facilitate movement. If 
lung drainage is sluggish, assistance is given where possible by postural 
drainage. 

Pulmonary collapse.-—Prevention of this not uncommon complication is 
the primary object of these preoperative exercises. The aim of the respiratory 
exercises is to improve ventilatory efficiency, clearance of superimposed 
infection by reduction of nasal catarrh or congestion, and reduction in 
sputum. 

Thrombosis.—Correct exercises of the lower limbs have done much to 
reduce the incidence of postoperative thrombosis and to augment the action 
of anticoagulants. Many patients cannot, or will not, perform the necessary 
exercises, in which case contractions of the leg muscles can be obtained by 
electrical stimulation: by securing alternating muscle contractions and re- 
laxation, the vessels are subjected to a similar rhythmical action. The 
rationale is that muscle contraction presumably squeezes blood out of the 
vessels, and when the muscles relax the vessels refill. Obviously such action, 
if it occurs, needs to synchronize with heart action. It is a method worthy 
of trial, not only in thrombosis but in other types of peripheral circulatory 
disturbance, before resorting to sympathectomy. Good results are reported 
in both surgical and medical conditions, particularly in the United States 
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where it is more popular than in this country (Martella et al., 1954). 

Slow-healing wounds.—Wide excision of tissue is the practice today in 
dealing with malignant growths. Interest has been aroused in the histology 
of tissue repair following the breakdown of extensive postoperative wounds. 
Partially damaged, but not destroyed, tissue cells are believed to liberate a 
tissue growth hormone. The shorter ultra-violet radiations are known to 
traumatize without destroying cellular elements and also, as the result of 
molecular excitation, to increase oxygen production and ozone within the 
tissue so exposed (Nutini, 1950). One of the most promising advances in the 
treatment of surgical wounds, as well as of pressure sores, resulting in 
inadequate tissue metabolism, is the application of intensive and very 
localized ultra-violet radiation, which can be obtained from the modern 
water-cooled electronic mercury vapour tube, and applied within the wound 
itself by means of specially designed quartz applicators. I have collected a 
series of such cases in abdomino-perineal resection of malignant growths, 
and photographs before, during and after have demonstrated complete 
tissue repair. The technique is tedious and requires skill and knowledge, but 
the results are gratifying to both surgeon and patient. 

Thoracic surgery.—Any direct surgical attack on the thorax, whether it 
be directed against lungs or heart, demands immediate and diligent post- 
operative physiotherapy. The purpose of this is to maintain and, if possible, 
increase respiratory efficiency and prevent deformity of the bony framework 
of the chest and spine. Fundamentally the exercises taught are those 
originally designed for the treatment of asthma, adapted to the modern 
concept of the two aspects of respiration—ventilation and gaseous exchange 
—and the importance of the lung cleansing mechanism. ‘These are combined 
with orthodox exercises used for correction of scoliosis. Lung clearance 
demands instruction in the technique of coughing with minimum dis- 
comfort and maximum efficiency. Loosening of the bronchial contents can 
be assisted by manual percussion, and drainage by ‘tipping’: i.e. placing the 
patient in a position to assist gravitational flow augmented by percussion, 
Resolution of areas of collapse which may supervene are dealt with in much 
the same manner. 

In thoracoplasty the primary objectives are to avoid development of ary 
secondary deformity resulting from excision of ribs and transverse pro- 
cesses, to maintain full efficiency of remaining unaffected pulmonary tissue 
and to forestall collapse of the lower lobe. In pneumonectomy the same 


applies; the function of the remaining lung must be raised to maximum 
capacity by developing the mobility of the ‘thoracic cage’ and the diaphragm. 

In cardiac surgery, surgeons insist on pre- and post-operative physio- 
therapy, the technique being similar to that employed for operations on the 
lung, with such modifications as are necessary to meet the general conditions 
of the individual. The objective is to maintain effective respiratory exchange 
and circulatory efficiency and, by progressive mobilization, to restore the 
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patient to a state of independence and ability to resume as normal a life as 
possible (Tonkin, 1953; Reed, 1952). 

Plastic surgery.—When the transplantation of skin flaps is in progress, 
immobilization of one or more limbs is necessary. During this period, by 
massage and electrical stimulation, the physiotherapist can assist in main- 
taining good circulation and preventing disuse atrophy in some cases. 
Movements of joints in the region of the flaps are not permissible at this 
stage, but when transplantation is complete, exercises must be instituted 
Pain often discourages the patient, and infra-red irradiation, massage, and 
assisted movements are the first steps towards active exercise. With free 
skin grafts, massage with lanoline will improve the circulation, soften the 
graft, loosen it from underlying tissue, and reduce the tendency to contrac- 
tion and wrinkles (Reidy, 1955). 


IN OBSTETRICS 
Antenatal exercises to increase muscle tone and control, and instruction in 
muscle relaxation are now widely adopted as a routine. Postnatal exercises 
are directed towards the prevention of postural defects, backache and 
permanently relaxed abdominal muscles. Whilst there is some divergence 
of opinion amongst obstetricians, few patients have any doubt regarding the 
value of such exercises. If correct exercises are taught, and patients faithfully 
carry out their instructions, many postnatal complications can be prevented 
(Heardman, 1950). 
THE SLIPPED DISK 

This term is widely used, often based on little more than clinical evidence 
and ‘experience’, rarely on convincing x-ray investigation, the object 
apparently being to find a cause or explanation of a symptom-complex. The 


components of this are either sciatica, backache and occasionally peripheral 


circulatory disturbance when the lesion is attributed to the lumbar-sacral 
segments, or brachial neuritis, pain and restriction of the neck, with vascular 
disturbance in the fingers, when the lesion is located in the cervical segment 
These symptoms have been recognized for generations, and treatment con- 
sisted largely of heat and rest, admittedly often a prolonged and tedious 
procedure, but rarely ineffective. The desire to reduce the period of 
incapacity led to manipulative methods, and there is no doubt that certain 
types of ‘disk lesion’ are more responsive than others. ‘The assumption that 
a certain symptom-complex is the result of a single anatomical lesion can 
be misleading. Correction by manipulation of an intervertebral derangement 
established by thorough investigation is an advance in methods of treatment 
in these conditions. It must be recognized, however, that this in itself is 
only a means to an end and that complete reversal of the symptomatology 
is attainable only by after-treatment by other physical methods, the chief of 
which are appropriate exercises to restore all the soft-tissue structures 
involved, to as near a normal state as possible (Crisp, 1952; Kersley, 1952). 
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UPPER RESPIRATORY INFECTION 
In children particularly, this condition is more widespread than is generally 
recognized. Moreover it is the origin of other more serious conditions if 
neglected, e.g. sinus infection, recurring colds, mouth breathing, lower 
respiratory tract infection and ultimately chronic lung disease. ‘The connect- 
ing link between them is the ‘post-nasal drip’. The advance in treatment 
lies first in recognizing this, and dealing with it in the early stages. Breathing 
exercises alone are not successful; so often the child will not or cannot 
breathe through the nose. The modern advance in treatment lies in the 
revival of an old method, the intra-nasal irradiation by ultra-violet radiations 
which the majority of even small children learn to tolerate very quickly 
This is given before breathing exercises and makes possible the relief of 
nasal congestion. The child's resistance to infection can be raised by general 


body ultra-violet irradiation 


CEREBROSPINAI ACCIDENTS 
‘Today these receive more attention, both individual and organized, than 
before the war, especially in the United States and Canada 

Hemiplegia._-In the earliest stages, assisted movement of the affected 
joints is started immediately, and massage to the muscles to maintain an 
adequate circulation and to minimize or prevent edema. After the first week 
neuromuscular stimulation may be given as an introduction to re-educational 
exercises: this demonstrates to the patient what movements are required 
‘Spasticity depends on the degree and site of the damage, and physical 
treatment bears no relation to its onset’ (Rusk, 1952) 

Paraplegia.__Yhe physiotherapeutic treatment of these cases follows 
much the same pattern, but electrical stimulation is not included. The 
reader is referred to the system of treatment carried out at Stoke Mandeville 
Hospital, Buckinghamshire (Alberts, 1955) 

In all cases of cerebral accident, whether due to disease or direct trauma 
of the brain, much depends upon how much the patient can or will do to 
lessen the disability and increase the ability. It is a misconception of the 
object of physiotherapeutic treatment to assume that everything can be left 
to the physiotherapist and that the patient need only attend a hospital 
department regularly and interminably to receive treatment. It is essential 
that the exercises be practised repeatedly at home, and some form of work 


therapy is necessary (Cooksey, 1947; Howland, 1947) 


MUSCLI RELAXATION 
Another innovation is the application of physiotherapy to psychiatric con 


ditions. Muscle relaxation, now an established procedure in obstetrics, is 


still in its infancy in psychiatry.‘It is based on two hypotheses. The first of 
these is that in a state of stillness with general relaxation of the musculature, 


no emotion can be felt. The second that such a state of relaxation can be 
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produced by systematic teaching’ (Garmany, 1952). With correct technique, 
applied by an experienced physiotherapist, the results can be most satis- 
factory in selected cases. The subject is one worthy of consideration by those 
interested in psychotherapy, of which it must be regarded as an auxiliary 
method of treatment. 


RHEUMATOID ARTHRITIS 

Clinical experience has shown that neither cortisone nor corticotrophin has 
displaced the use of physical methods in rheumatoid arthritis. In the United 
States these hormones have been used to provide an ‘umbrella’, under 
cover of which movement of joints, both active and passive, and the re- 
habilitation of locomotor disabilities can be carried out more extensively and 
with less discomfort to the patient. It is doubtful whether this method will 
ever be as popular over here as it is in the United States. Salicylate ionization 
is effective in the treatment of a single joint and fraught with less side-effects, 
whilst it can be repeated more often and is less expensive 
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ADVANCES IN TOXICOLOGY 


By F. S. FIDDES, O.B.E., M.D. 


Senior Leciurer in Forensic Medicine, University of Edinburgh 


Tue developments in toxicology which can most correctly be described as 
advances are those which have taken place in the field of toxicological 
analysis. Over the past twenty years or so, progress in this direction has been 
considerable. Established methods have been modified and improved, and 
entirely new techniques have been evolved, so that the analyst of today is 
much better equipped than formerly to tackle the age-old problems of 
isolation, purification, identification and quantitative estimation. Of the 
newer methods, those of chromatography and absorption spectroscopy are of 
particular interest and value. Both have a wide field of application which 
has yet to be exploited fully. 

The medical practitioner is not directly concerned with such analytical 
techniques, but it is mght that he should be aware of the increasing resources 
at the disposal of those on whose cooperation he may have to rely in dealing 
with the case of poisoning which he encounters clinically. It is of interest 
also to note that many of the modern methods have been devised, adapted or 
applied, not so much in connexion with the notorious and classical poisons, 
but often with a range of substances with which he 1s familiar in practice 

morphine and other alkaloids, morphine substitutes, the barbiturates, the 


sulphonamides, and other modern synthetic products—or which his 


patients are liable to encounter in the course of their employment. 


The introduction of new therapeutic substances and of new chemicals 
into industry has been associated with a change in the incidence of poisoning 
which, whilst it can hardly be described as an advance, has meant the 
emergence of a new variety of problems. At the same time there has been a 
considerable development of our knowledge of the precise mode of action of 
poisons, and a critical reassessment of the value of various forms of treatment 

Table I shows the annual average incidence of fatal poisonings during 
recent years, compared with that which prevailed only some twenty years 
ago. It also shows that, whilst a comparatively small number of poisons, or 
types of poison, is still respons*ble for the vast majority of fatal cases, the 


relative frequency of certain poisons has altered considerably. 


SUICIDAL POISONING 
It will be seen from the table that, over the last quarter of a century, there 
has been a distinct change of ‘fashion’ so far as suicidal poisoning is con- 
cerned. Carbon monoxide easily retains the pre-eminence which it had 
already achieved, but the relative frequency of the non-gaseous poisons has 
altered greatly. ‘Twenty years ago, the violent and drastic poisons were still 
in vogue—the strong acids and alkalis, lysol and other disinfectants, prussic 
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acid and the cyanides. Even oxalic acid still lingered on the scene. Today 
the death-rate from all these substances is greatly diminished, and the drop 
is due almost entirely to their fall from favour as a means of committing 
suicide. ‘Today the potential suicide tends to choose a quieter and less 
dramatic mode of exit, and one which has at least the merit of being less 
distressing to the victim and perhaps also to other people concerned. 
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Twenty-five years ago, the barbiturate drugs were still at an early stage of 
their remarkable climb to popularity, and the number of barbiturate fatalities 
was small. ‘Today they show a tenfold increase, more or less in step with the 
increase in the variety and therapeutic uses of barbiturate preparations, and 
along with this increased death rate must be remembered the high propor- 
tion of barbiturate poisoning cases which are successfully treated and 
therefore do not appear in the statistics given. Similarly, death from aspirin 
poisoning was formerly a rarity; today, of all the non-gaseous poisonings, it 
is second in frequency only to the barbiturates. In the case of both of these 
drugs, the number of fatalities recorded as accidental is remarkably high. 
Especially in the case of aspirin, it must be difficult to consume accidentally 
the rather massive dosage usually required to cause death. It seems likely 
that in many instances the circumstances have been interpreted as charitably 
as possible, and that if there was not actual suicidal intent there was at least 
an almost suicidal disregard of possible consequences. 
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ACCIDENTAL POISONING 
The accidents attributed to barbiturates and aspirin are responsible for the 
increased incidence today of accidental poisonings by non-gaseous sub- 
stances, as compared with the early 1930's. As might be expected, there is 
here no compensating fall in the number of deaths from other poisons. It 
is the more surprising therefore that there has been such a great increase in 
the number of accidental carbon-monoxide poisonings, which is quite out 
of proportion to any population increase or, one would think, to any 
increased use of gas appliances. It may be that today a greater proportion of 
the gas appliances and installations are old and in need of maintenance or 
replacement. Or perhaps a charitable interpretation of circumstances is 
again responsible for at least a proportion of the alleged ‘accidents’. The 
increase may be a further reflection of the serious modern problem ot 
ensuring adequate care for an increasing number of elderly people, for in 
a sample series of 100 successive accidental gassing cases, two-thirds of the 
victims were over the age of 60, and half of them were over 70 (Simpson, 
1954). As has been pointed out, with advancing years there is always a 
possibility that the accident may have been associated with forgetfulness or 
the effects of concomitant disease or physical decrepitude. In such cases, 
a comparatively low carboxyhaemoglobin level may prove fatal, as is true in 


the other conditions included in the so-called ‘4 D’s of carbon-monoxide 


poisoning’: the decrepit, the diseased, the drugged and the drunk ( Journal 


of Forensic Medicine, 1955). 


ACCIDENTAL POISONING IN CHILDREN 
The incidence of accidental poisoning in young children has also increased 
Ihe increase is reflected not only in a greater number of deaths, but also it 
would seem in a greater number of children treated for acute poisoning in 
hospital (Craig and Fraser, 1953) The loss of young lives from this cause is 
greatly to be deplored, especially since prevention is so easily practicable 
The vast majority of such accidents occur in the home and involve children 
of pre-school age, mostly between the ages of 1 and 3 years. In a majority of 
cases the poisoning is caused by the child consuming medicinal substances, 
commonly in pill or tablet form, which have been prescribed for an adult 
member of the family, and it is poisoning of this nature which shows the 
greatest increase. It is clear that accidents of this sort could be avoided if 
sufficient care were taken to prevent access by young children to pvtentially 
harmful medicines 
As with poisoning in general, so in the case of young children there has 
been an increase in aspirin and barbiturate poisoning. Strychnine, although 
not widely prescribed, causes a disproportionate number of deaths in young 
children usually through their having found and consumed a considerable 
number of tonic or laxative tablets, each containing a small quantity of 
strychnine. Similarly, the great danger to children of iron-containing tablets, 


usually ferrous sulphate, has been forcibly brought home by the increaced 
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number of deaths from this cause. Recent statistics also call attention to the 
danger of poisoning, very possibly fatal and not confined to children, 
associated with the increased prescribing of some of the more recently 
introduced forms of medication, such as amphetamine and the antihistamine 
drugs. It is obvious that the practitioner can help greatly in prevention if, 
when prescribing a potentially dangerous drug, he stresses the danger and 
the need for safe storage and a strict adherence to instructions regarding 
dosage. 
OCCUPATIONAL HAZARDS 

It is not only in the field of medical therapeutics that recently introduced 
substances are found to bring with them new risks and potential dangers. 
The same is true with regard to certain of the newer industrial chemicals, 
notably the new insecticides used so widely now in furtherance of a modern 
intensive agricultural policy and practice. 

Nicotine, one of the more established and traditional insecticides is, 
of course, a highly poisonous substance, lethal in very small dosage, but 
it is commonly responsible for suicidal rather than accidental deaths. The 
newer forms of insecticide, of which parathion is an example, are organo- 
phosphorus compounds, less deadly in small doses than nicotine, but much 
more liable to cause accidental ill health and even death because of their 
increasingly wide use. ‘The same dangers attach to the new selective weed- 
killers of the dinitro type, typified by dinitro-ortho-cresol (DNOC). 

DNOC has a general stimulant action on metabolism, and the presence 
for many years now of such compounds in the Fourth Schedule Poisons 
List is a reminder that the former indiscriminate use of them for slimming 
purposes was attended by undesirable and even fatal effects. The symptoms 
then were similar to those seen more recently in cases of accidental poisoning 
in agriculture, including profuse sweating, loss of weight, extreme thirst, 
anxiety, restlessness and insomnia. Absorption may be by ingestion, inhala- 
tion, or through the skin, and in exposed workers the risk is one of chronic 
rather than acute poisoning. The danger of poisoning is probably greater in 
hot weather, and the sweating and exhaustion may be attributed to working 
in such conditions and so the possibility of poisoning may be overlooked. 

Parathion and the other organo-phosphorus compounds are more highly 
toxic, and death can result either from a single severe exposure or from more 
chronic exposure. The symptoms of intoxication include muscular twitching 
and weakness, in severe cases going on to paralysis, and death eventually 
from respiratory paralysis. These effects appear to be due to inactivation of 
the enzyme, cholesterinase. 

The value of these substances against destructive weeds and insects is 
beyond question. In recent years probably about half-a-million acres have 
been sprayed with them annually in this country, and their use is increasing. 
Large quantities are’ handled and the potential threat to the health of 
agricultural workers is therefore considerable. A Working Party, appointed 
to consider the problem, reported in 1951 (“Toxic Chemicals in Agriculture’, 
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1951), and it is likely that certain of their recommendations will be statutorily 
enforced by legislation in the near future. 

The risk of poisoning is greatly reduced if workers are aware of the 
dangers and if they exercise due care in handling the material. Protective 
clothing is essential. Suitable washing facilities should be available, meals 
should not be taken in the fields, and smoking should be forbidden at work. 
All this entails adequate supervision. Excessive spells of work should be 
avoided, especially in very hot weather, and workers suffering from minot 
degrees of ill health should not be allowed to continue at work involving the 
use of these substances. In this latter direction, doctors have an obvious 
part to play and, whilst routine periodical medical inspection of all workers 
so employed is perhaps impracticable, medical practitioners should be alive 
to the possibility of cases of poisoning when spraying operations are in 
progress in their neighbourhood. 

Apart from immediate practical considerations, the poisonous effects of 
these substances on man, as well as on weeds and insects, sheds further light 
on the selective way in which poisons act. More and more it becomes 
apparent that their effect is due to disturbance of the delicate physiological 
balance of cellular enzyme activity, and a greater insight is being gained into 
the nature of these activities and the manner in which they are interfered 
with by various poisonous substances. ‘This knowledge has already proved 
valuable in that it has pointed the way to the use of effective physiological 
antidotes, e.g. in the use of BAL in poisoning with arsenic, mercury and cer- 


tain other metals. 


BARBITURATE POISONING 

Characteristically the patient is found in deep sleep or coma, with lowered 
blood pressure and depressed or absent reflexes. ‘The period of unconscious 
ness is prolonged, usually to some twenty-four to forty-eight hours, after 
which in favourable cases the patient gradually recovers. In unfavourable 
cases the coma deepens and the patient dies of respiratory and circulatory 
failure, often with the development of pneuniofiia or pulmonary adema 

The picture of chronic poisoning is less familiar, but with so many 
patients now under barbiturate treatment and with the evolution of the 
‘barbiturate addict’, the medical practitioner may need to consider the 
possibility and even guard against it. It is by no means unknown for a patient 
to be taking two or more forms of Sarbiturate preparation each obtained 
from a different source. The symptoms of chronic barbiturate poisoning 
include amnesia, slurred speech, ataxia, mental confusion, tiredness and 
drowsiness (which also characterize the milder cases and the earlier stages of 
acute poisoning). There may be skin rashes, anorexia, loss of weight, 
emotional instability, and various other manifestations in addition 

Recent experience suggests that with some of the newer barbiturates, or 
it may be with some individuals, the gap between the therapeutic and toxic 


doses is not so great as with the older compounds. There have been fatal 
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instances in which the dose and the post-mortem concentration of bar- 
biturate in the body have been surprisingly low. In certain of these cases the 
victim had taken a mixture of different barbiturates, and such mixtures 
must be regarded as inadvisable because of the possible danger of potentia- 
tion. It seems fairly well established, too, that a mixture of barbiturates and 
alcohol may have serious and even fatal results even when the dose of 
barbiturates is still below the level at which such results would normally be 
expected. Similarly, untoward results have been associated with a 
combination of barbiturates with amphetamine or with certain of the 
antihistamine drugs. 

It is essential that patients should be warned of these dangers, and that 
due care should be exercised in the prescribing of barbiturates and in the 
supervision of the patients for whom they are prescribed. A considerable 
proportion of the latter are temperamentally unstable in some degree at 
least, and such instability often leads to carelessness or an adventurous 
excess in dosage, and to reliance on a multiplicity of drugs and medicines 
which may be dangerous, even when there is no definite suicidal intent. It is 
obvious that the provisions of the Poisons Act are not of themselves sufficient 
and that regard must be given not only to the letter of the law but also to its 
spirit and intention. 


TREATMENT OF BARBITURATE POISONING 

The initial treatment of acute barbiturate poisoning is along well recognized 
lines. Poison still in the stomach must be removed, by inducing vomiting 
if the patient is still conscious, and by thorough gastric lavage with warm 
water in all cases. After the lavage, a suspension of animal charcoal may be 
introduced into the stomach to absorb any remaining poison, or a solution of 
magnesium sulphate to promote moderate purgation. The large bowel 
should be evacuated by means of enemas. 

Good nursing and the exercise of sound judgment are called for in the 
general management of an unconscious patient, perhaps over several days, 
with the risk of respiratory and circulatory failure ever present. The air 
passages must be kept clear and the position of the patient should be changed 
frequently. Regular injections of penicillin should be given to minimize the 
danger of pneumonia. Adequate fluid intake must be assured, and to begin 
with the requirements may be considerable. ‘The patient may be in a state of 
‘shock’, and lavage and purgation may have increased his dehydration. On 
the other hand, the risk of pulmonary edema is increased if an excess of 
fluid is given. Some guidance may be obtained by measuring the urinary 
output, but consideration should be given also to other factors, such as 
heavy sweating. Fluid may be given intravenously, by gastric drip, or 
rectally, and liquid nourishment may be introduced by tube into the 
stomach. Oxygen should be administered and the possible necessity for 
artificial respiration anticipated. 

A variety of stimulants, some of a very powerful nature, have been used 
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in the treatment of barbiturate poisoning. They are hardly to be regarded as 
true physiological antidotes, but in certain respects they tend to oppose and 
overcome the depressant effects of the barbiturate drugs: e.g. the fall in 
blood pressure. Since the effect of a single dose is almost bound to be 
transient, these stimulants are usually repeated at fairly short intervals and 


in doses greatly in excess of their normal therapeutic dose. They require 


therefore to be used with caution and under close supervision 
There is no general agreement as to which stimulant, if any, should be 
employed. Opinions differ as to their respective merits. Strychnine, formerly 


given in repe ited doses of ; to b grain 16 to 370 mg.) until the patient 


seemed on the point of convulsions, is now seldom used or advocated. It 


was superseded in favour by picrotoxin which is still used routinely in many 


hospitals. Picrotoxin is a powerful convulsant which must be used with 
caution. It is administered intravenousty, and the initial dose should be 
given slowly. As the effects may be delayed, subsequent doses should be 


given only at intervals long enough to permit of these effects having become 
apparent. If such precautions are not observed, there is a real danger of 
serious and even fatal convulsions. In an average case, the initial dose is 
about 6 mg., followed at intervals of five to fifteen minutes by doses of 
} mg. until consciousness is approached or slight muscular twitching occurs 

It is claimed, however, that other forms of stimulant treatment are 
equally satisfactory and much safer. Leptazol is also convulsant, but its 
action is more prompt and of shorter duration than picrotoxin, so that its 
usefulness can be more quickly assessed and its effects kept more closely 
under control. Dosage of 0.5 g. is recommended, repeated every quarter of 
an hour until the patient’s condition is sufficiently improved. The use of 


amphetamine sulphate is safer still, and according to some quite as effective 
An initial dose of 40 to 50 mg. is given intravenously, followed by a similar 
dose one hour later if no obvious improvement has occurred, or by lesser 
doses (20 to 25 mg.) at hourly intervals if progress appears satisfactory. In 
milder cases, stimulants of a less drastic kind, e.g. nikethamide and caffeine, 
may be considered sufficient 

Che use of any sort of convulsant drug in the treatment of barbiturate 
poisoning has been criticized on the ground that the effects of such drugs 
are bound to be transient and that after stimulation the patient relapses into 
a depressed state which may be worse than before. The results obtained 
both with picrotoxin and with leptazol hardly suggest that this is invariably 
the case, and although there have no doubt been cases in which death has 
been precipitated by the use of convulsants, especially picrotoxin, it might 
be argued that there have been many more who have been assisted in tiding 
over a critical phase in their illness by the use of stimulants. One difficulty 
in assessing their value is that they have been so generally used in different 
types and degrees of barbiturate poisoning, that the recovery rate and death 
rate have no doubt depended upon a variety of factors 


On the basis that barbiturate poisoning is essentially a condition of 
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anzsthetic overdosage, an alternative line of treatment has been evolved and 
extensively practised in the Scandinavian countries since about 1945 
(Nilsson, 1951). The patient is put on continuous oxygen therapy ; particular 
attention is paid to keeping the air passages unobstructed, using intubation 
and suction whenever necessary. Shock is treated by general measures and 
by blood or other fluid transfusion, the choice and quantity of fluid being 
determined by the degree of shock, as judged mainly by falling blood 
pressure. Artificial respiration is employed to tide a patient over a critical 
period of respiratory failure. Procaine penicillin, 300,000 units, is injected 
daily. The position of the patient is changed every hour, and at the same 
time the chest is slapped and the air passages sucked clear. 

A trained nursing team is an integral part of this treatment, and the 
patient’s condition and progress are checked by an elaborate biochemical 
analysis of the blood daily. Gastric lavage is not carried out, but if the 
patient is received soon after taking the poison the stomach contents are 
aspirated. Stimulants are used only rarely. Strong convulsants have been 
entirely discarded. 

A marked fall in mortality to the very low figure of 1.6 per cent. has been 
reported as following upon the adoption in a well-organized centre of this 
form of treatment, ‘in accordance with anzsthesiological principles’ (Clem- 
mesen, 1954). This and other similar reports are very persuasive and, 
whether or not the treatment be adopted entirely as recommended, attention 
has undoubtedly been drawn to the importance of maintaining clear air 
passages, of continuous oxygen therapy, and of combating the danger of 


circulatory as well as respiratory failure. 


PHYSIOLOGICAL ANTAGONISTS 

A further important development in the treatment of barbiturate poisoning 
may well be foreshadowed by the recently reported discovery of a com- 
pound which acts as a phys‘ological antagonist to barbiturates (Shaw et ai., 
1954). This substance has been designated N.P.13 (/-methyl-ethyl- 
glutaramide) and its value has been demonstrated experimentally in pro- 
moting the recovery of animals from even profound depths of barbiturate 
narcosis. In the treatment of a series of human cases, including some which 
were serious, N.P.13 was used in conjunction with another recently dis- 
covered compound, D.A.P.T. (2-4 diamino-5-phenylthiazol), which had 
previously been found to be antagonistic towards morphine but not to 
barbiturates (or only slightly so). It appears, however, to have a synergistic 
effect with N.P.13. It is claimed that patients so treated are brought rapidly 
from a deeply comatose condition to a ‘safe state’ of light anzsthesia, from 
which spontaneous recovery to consciousness can be expected in a fairly 
short time (Shulman et al., 1955). 

D.A.P.T., used as an adjuvant or synergist in this form of treatment, 
would itself appear to be of considerable importance in other connexions. 
Although of only slight value in barbiturate poisoning when used alone, 
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experimental evidence suggests that it may prove to be the antagonist 
of choice in certain other forms of narcotic poisoning: ¢.g morphine and 
perhaps also the morphine substitutes, such as pethidine. In these respects, 
it would appear to resemble the substance N-allylnormorphine (nalorphine) 
which has also proved its value in the treatment of poisoning due to the 


opium alkaloids and morphine substitutes. It is claimed also that D.A.P.T 
is a potent non-specific respiratory stimulant which may be of value in a wide 


range of clinical conditions apart from potsoning cases 


Ht SE OF CO, AS A RESPIRATORY STIMULANT 


In many conditions of potsoning, the patient is in coma and respiratory 


ot 


failure constitutes the main danger to life. In these cases, and in many other 
circumstances in which respiration ts failing, the administration of oxygen is 


required, combined when necessary with artificial respiration. In recent 


‘ 
} 


times it has been commonly recommended that a small proportion of carbon 


dioxide, usually 5 to 7 per cent., be added to the oxygen administered for 


such resuscitative purposes, the reason being that carbon dioxide stimulates 


the respiratory centre 
Attention has recently been drawn, however, to the dangers of the 
indiscriminate use of carbon dioxide in this way (Donald and Paton, 1955 


These workers point out that carbon dioxide can also act as an anaesthetic or 


brain depressant. If a patient’s respiration is already severely depressed. it 
| 


is likely that the carbon dioxide content of the body is already high. The 


inhalation of an additional 5 per cent. mixture may well raise the carbon 


dioxide to narcotic level. The respiratory centre incapable of responding 


satisfactorily to stimulation, is depressed still further, along with all the 
other brain centres. Even in carbon monoxide poisoning, in which the 


f carboxyhamoglobin is hastened by an increased carbon 


dissociation « 
dioxide body content, this will only be so U the respiratory exchar ve is 
reasonably satisfactory, in which case an uneventful and full recovery is to 
be anticipated 

There are no doubt circumstances in which the use of carbon dioxide is 


indicated, but the addition of carbon dioxide should not become a routine 


In the vast majority of cases, it 1s probable that the patient's interests are 
| 


best served by the administration of oxvgen alone. aided when necessarv by 


artificial respiration 
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FLUORIDATION IN THE PREVENTION OF 
DENTAL CARIES 


By F. C. WILKINSON, M.D., D.D.Sc., M.Sc., F.D.S.,R.C.S 


Professor of Dental Surgery, University of London 


UNDOUBTEDLY the most significant advance that has been made in dentistry 
in the past few years is in the field of prevention. 


INTRODUCTION 
Largely as the result of the epidemiological work which has been carried out 
by Dean and his colleagues in the United States during the past twenty-five 
years, it is now abundantly clear and generally accepted that children who 
have been born and have continued to live in areas where the drinking water 
contains one part-per million or more of fluoride have considerably less 


dental caries than those living in areas where the water is fluoride free. In 
1944, several American public health authorities in areas where fluorides 
were absent in the communal water supply decided to add sufficient to 
bring the concentration up to one part per million. All the evidence so far 
collected from these studies indicates that artificially fluoridated water 
inhibits dental caries to the same extent as when the fluoride occurs natur- 
ally. By December 1951, 195 communities, with a population of over four 


million, were adding a fluoride to their water supplies, and its addition is 
now accepted by most States as a desirable public health measure. 

In the early part of 1952, the Minister of Health, on the recommendation 
of the Medical Research Council, sent a small mission to the United States 
of America to study what was being done there to reduce the incidence of 
dental caries by the fluoridation of water supplies. After a careful study and 
after checking all the evidence, they reported in favour of its adoption in this 
country, and four local authorities will shortly add a fluorine salt to their 
water supply to bring the concentration up to one part per million. 

So far the chief concern of those responsible for our water supply has 
been to remove from it nocuous things such as bacteria and protein debris 
The purer it was the better. Never before, in this country, has something 
been added on the assumption that if assimilated during the developmental 
period it would give a measure of protection against a prevalent disease 
Even in these days of a welfare state, when we have become so accustomed 
to having our lives planned, it is rather surprising that a public health 
measure of such a revolutionary and far-reaching character should have been 
accepted by the medical and dental professions with so little comment. It 
might in fact have passed unnoticed had it not been for one or two lay bodies 
protesting violently. Their opposition is based in the main on two quite 
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unrelated reasons. In the first place it is argued that to inflict any measure, 
good or bad, on the whole community, whether the majority like it or not, 
is an unwarranted intrusion into the right of the individual to decide for 
himself. This is obviously true but we surrendered such individual rights 
long ago, and without much comment, when we accepted bread to which 
calcium and other things had been added and butter and margarine fortified 
with vitamin D. The argument that in these cases the choice still remains is 
purely theoretical, for such commodities are consumed as widely as drinking 
water. The other objection, if valid, should receive our full support. It has 
been contended that fluorine is a poison and will do more harm than good 

As the general public is incapable of judging the validity of the evidence 
offered in support of these arguments, it will be to the medical practitioner 
that they will turn for guidance. For that reason I have decided to devote the 
space allotted to me to a consideration of the evidence that has a bearing 
upon the problem 

FLUORIDES AND DENTAL CARIES 

Fluorides as a natural constituent of the drinking water occur in many places 
throughout the world but only during the past twenty-five years have they 
come to be in any way associated with the incidence of dental caries. In 1916, 
Black and McKay drew attention to the fact that mottling of the teeth was 
endemic to certain districts in the United States. The mottling varied from 
white flecks to yellow or brown spots or areas in the enamel of teeth of a 
varying percentage of persons living in the district. The defect seemed to be 
limited to those using the same water supply, and the amount of dental 
caries in such persons was much less than that found in other communities 
living under similar conditions except for the water supply. ‘The significance 
of this observation was not recognized until nearly twenty years later 

At that time it was erroneously concluded that the particular factor in the 
water responsible for the mottled condition of the teeth was manganese and 
it was not until 1931 that Churchill, using more delicate and reliable methods 
of analysis, found that the constant difference in the water supply of districts 
where mottling of the teeth occurred was the presence of fluorine salts in 
small amounts. About this time, Dean and his colleagues began their well- 
planned field surveys which provided conclusive evidence that the incidence 
of dental caries varied directly with the amount of fluorides in the water 
They examined the teeth of a large number of children in the twelve to 
fourteen years age-group, living along the western shores of Lake Michigan 
Three of the communities studied obtained their water from the Lake or 
from shallow wells, which contained a negligible amount of fluorides, 0.2 to 
0.3 part per million. The source of supply of a fourth community was from 
deep wells, which contained a much higher percentage of fluorides amounting 
to 2.3 parts per million. Apart from the water supplies of these communities, 
the conditions under which they lived were comparable. Dean found a 
marked reduction in the amount and extent of dental caries in the children’s 
teeth in the area with the higher fluorine content, the number of teeth 
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affected being about one-third of the number found in those in the areas 
containing only a trace. These observations have been confirmed by many 
investigators working independently in many different countries. 

In this country, Weaver, the Chief Dental Officer to the Ministry of 
Education, initiated a study of the children’s teeth in North and South 
Shields. He had previously been impressed by reports of the local school 
dental officer, which indicated that the children living in South Shields had 
much less dental caries than those living in North Shields. The industrial, 
economic and social conditions of the two towns are similar. The only 
important difference seemed to be that the drinking water of North Shields 
contained only a trace of fluorides, less than 0.25 part per million, whilst the 
water of South Shields contained from 1.2 to 1.8 parts per million. Weaver 
comments: ‘It is difficult to believe that there can be any difference in the 
dietetic habits of these two communities separated by a river not more than 
five hundred yards wide’. He then arranged for a detailed examination to 
be made of the children’s teeth. The usual method of comparison is to 
compare the D.M.F., that is, an index based on the number of teeth 
decayed, missing or filled. The results of the investigation are shown in the 
following tables taken from Weaver's report. 





| 
| North Shields (500 children) | South Shields (500 children) 


Average D.M.F. per child 6.6 





TABLE 1 Deciduous teeth in five-year-old children 





North Shields (500 children) South Shields (500 children) 


Average D.M.F. per child 4.3 





TABLE 2.—Permanent teeth in twelve-year-old children. 


It would seem from these figures that the presence of fluorides in the 
drinking water to the extent of between 1 to 2 parts per million, whilst it 
does not prevent dental caries, does reduce the number of teeth attacked by 
nearly a half when compared with the number of teeth attacked in children 
living in an area where the water contains only a trace. 


MOTTLED ENAMEL 
Long before it was recognized that there was any correlation between the 
fluoride content of the water and the incidence of dental caries, it had 
become an accepted fact that the mottling of the teeth, or fluorosis, depended 
upon the presence of fluorides in the water, and that the percentage of the 
community affected and also the severity of the mottling bore a direct 
relationship to the amount of fluorine present. Dean and his colleagues 
examined about 5,800 children in 22 cities where mottled enamel was 
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endemic. The mottling was carefully observed and the averages recorded for 


each child in four degrees of severity 
(1) Very mild—tiny white spots, undetected except by a trained examiner 
(2) Mild—opalescent or milky areas, not difficult to detect but not wsthetically 
marring 
(3) Stained areas in the enamel 
(4) Severe—pits, grooves or chalky areas in the enamel 
When these averages 
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Below 1 part per million there is no indication of any deleterious effects. 
A further study was made by Dean into the effects of varying amounts of 
fluorides in the water on the incidence of caries. He examined 7,257 children, 
aged twelve to fourteen years, in 
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ARTIFICIAI FLUORIDATION OF WATER SUPPLIES 
The logical sequel to these studies was to submit the hypothesis to experi- 
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mental verification by adjusting the fluoride content of a public water supply 
low in fluoride to the concentration optimal for dental health, 1 part per 
million. 
In 1944, three in- 
dependent studies were 
begun in North America 
to test this hypothesis. 
The cities were Grand 
Rapids, Michigan; ; a. 
Newburgh, New York; 
and Brantford, Ontario. oS 
The water supply of 200+ om tm 
these cities was essenti- is ae a il ij 
$s e ’ c , " 


ally fluorine free. After . 
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amount of dental caries 
observed before fluoridation in 1944, shows a 67 per cent., 55 per 


cent., 47 per cent., 48 per cent. reduction in the groups of six-, seven-, 


eight- and nine-year-old children respectively (fig. 3) 
Comparable results were obtained at Newburgh and Brantford. 


The results of these independent studies, and many others started later, 
indicate that artificially fluoridated domestic waters exert the same caries- 
inhibiting effects as do waters which carry the same concentrations of 
fluoride naturally. 

HAZARDS 

What then are the possible hazards or side-effects of adding a small amount 
of fluoride to the water supply when it is absent, sufficient to bring it up to 
the level of 1 part per million? Fluorides taken in sufficient amounts do, of 
course, act as an acute poison, and there are records of various salts being 
used by suicides. They inhibit enzyme action and act as a protoplasmic 
poison. Roholm considers 4 grammes to be the minimum amount of sodium 
fluoride known to have caused death. Rabuteaw and Baldwin, during their 
investigation of the toxic action, swallowed 0.25 g. of sodium fluoride and, 
apart from nausea and epigastric pain which lasted for a few hours, they 
suffered no ill-effects. 

The fact, however, that large doses of fluoride may cause death or serious 
illness has little bearing upon the problem under discussion, for no-one 
could possibly drink enough water containing only 1 part per million to 
obtain such large amounts. There are many desirable and beneficial things 
we include in our diet, such as alcohol and vitamin D, which can be equally 
toxic if taken in excessive amounts. What we are concerned with is the 
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itive effect of even small amounts taken over a long period, 
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all of whom had resided continuously in the respective towns for at least 
fifteen years. In 1953, ten years later, they repeated their examinations. Of 
the original participants, 71 per cent. were still in their respective towns; 
8 per cént. had died and 21 per cent. had moved elsewhere. In their extensive 
clinical and laboratory examinations particular attention was given to 
arthritic changes, blood pressure, bone changes, hearing, urinary calculus 
formation, and gall-stones. Their findings were entirely negative, except for 
a higher incidence of dental fluorosis or mottling of the teeth in the Bartlett 


sample, and a larger number of cardiovascular cases in the Cameron sample 


The authors. concluded that, apart from dental fluorosis, no clinically sig- 
nificant physiological or pathological changes resulted from the prolonged 
ingestion of water containing as high a fluoride level as 8 parts per million 


SUMMARY 
A large amount of evidence indicates that the incidence of dental caries 
among children who have lived during the first two or three years of their 
lives in an area where the water supply contains 1 part per million of fluorides 
is much less than that found in children living in a fluorine-free area. The 
only objectionable feature that can be associated with the presence of 
fluorides in the drinking water is mottling of the teeth and this is only 
discernible to any appreciable extent when the water contains over 2 parts 
per million, It does not occur when the water contains only 1 part per 
million, the optimal level for reducing the caries incidence. 
More than five hundred communities in the United States are now adding 
fluoride to their water supplies to bring the level up to 1 part per million 
Fluoridation of the water is not the complete answer to the problem of 
dental caries, and many teeth will still require to be treated by filling, but 
it does reduce the problem to more manageable proportions, a result 
particularly desirable in this country with its quite inadequate number of 
dental surgeons. 
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THE DOCTOR’S SURGERY 


lV A MODEL SURGERY UNIT 


By MICHAEL ARNOLD, L.R.C.P. & 8.1] 
p JOHN WARE, F.R.1.B.A 


IN order to emphasize the principles discussed in our previous articles, this 
| | | 


month we are illustrating a surgery unit of recent design and construction 


In support o wha 
example of a surgery unit which has recently been completed. We do not 


we have already written we have taken a specific 


consider that there is but a single solution to planning problems or those 
involved in the selection of finishing materials. On the contrary, it ts 
appreciated that there are many premises in existence of extremely high 
standard, but of widely varying design which will fulfil the ultimate purpose 
This surgery provides the following general accommodation 
(a) Independent access and exterior amenities for prams and bicycles 
(b) An entrance lobby with provision for messages 


(c) Waiting room with communicating hatches to 


(d) Secretary's office which is easily accessible to all parts of the unit 

(e) Consulting room with direct access to 

(f) Examination room which also serves as a test room 

(g) Communicating corridor serving all rooms and providing access to the 
house 


(h) W.C.. with washing facilities 

All the sc rooms are ol adequate dimensions witho it bei vy excessive in 
size. The construction is of solid traditional materials and forms a structure 
of lasting value. In taking the opportunity of showing these interiors of 
what, in our opinion, constitutes an unusually good surgery unit, we shall 
discuss all relevant details of interior furnishings and fitments. ‘The premises 
illustrated are those of which an exterior photograph appeared in our first 


article p. oo and alth yugh they possess the advantage ol having been 


built primarily for their present purpose, most of the desirable features are 
equally applicable in the case of existing buildings adapted for surgery use 


Bearing 1 nd the fact that we have written at some length about matters 
of finance, we wish to dispel the idea that such a development is prohibitive 
in terms of the resources of a one-man practice, as several correspondents 
have taken us up on this point. It is no use thinking that a building, such 
as the examphk desc ribed and costing aro ind $,2000, Can be erect d without 
some anxiety, marshalling of financial resources, and other long-winded 
arrangements Initial troubles, particularly those of finance may not be 
overcome immediately. We are sure, however, that given a practice of 
reasonable promus¢ plus the collateral security of th property de veloped 
the matter of finance will be uccessfully arranged even ce spite the 


gymnastics of national economy 
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ENTRANCE HALL 
The first photograph (fig. 1) has been taken from the exterior entrance 
doorway, and it shows on the extreme right the frame, or architrave of the 
doorway to the W.C. and the access to the doctor’s house by way of a few 


Entrance hall of surgery unit. 


stairs, which cater for some difference in levels between the house and this 
extension. It will be noted that both treads and risers of the stairs have been 
suitably clad and that non-slip nosings of aluminium extrusion, with plastic 
inserts, present a clean and durable finish. Such finishings are wholly 
appropriate where consulting and waiting rooms are on different levels. 

The patient, on arrival, has clear indication and facilities for leaving 
messages and requests for visits. 

To the left of the picture is the waiting room, and the exit to the consult- 
ing room is by way of the short corridor leading to the left of the stairs. It 
will be noted that the void beneath the stairs has been made use of for 
storage purposes. ‘The hand rail of the balustrade wall is of hard wood. 
Ironmongery to the doors is of simple and pleasing design. 

Doors, frames and architraves have been painted with high gloss finishes, 
and the wall finishes are of a matt surface, which could be of either oil or 
emulsion paint. The junction between the walls and floor is covered by a 
simple timber skirting which has also been painted with a high gloss paint 
to facilitate cleaning. This appears to be extremely satisfactory but there is 
no doubt that painted skirtings are easily chipped, and hardwood or 
skirtings of the flooring matr rial are more suitable. 
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THE WAITING ROOM 

Here a room of square proportions hzs been provided (fig. 2). 
As can be seen, a bright and cheerful atmosphere has been created with 
simple furniture, and with a discreet avoidance of a desperately contem- 


ry Me) 


ri te 





Fic. 2.—The waiting room 


porary decor! Here the taste of the doctor and his sensitivity to these 
matters control the situation. In this case a few attractive flower prints 
relieve the wall surfaces and once again the freshness of cut flowers is 
apparent. Gay printed fabric for curtains, contrasted with a plain back- 
ground colour of the walls and ceiling, also provides a sense of cheerfulness. 

The flooring throughout this whole unit has been laid in a marbled mastic 
floor tile, which has already acquired a clean well-polished surface. Flush 
doors have been used throughout, and simple architraves, free of un- 
necessary mouldings, contribute to the clean surfaces, which are well suited 
to the purpose. The hatchway between the waiting room and the secretary's 
office beyond, provides the facilities commended in previous articles 

The view to the right of the picture shows the consulting room in the 
background and, as can be seen, the corridor between the doorway to the 
consulting room and that of the waiting room assists in the acoustic insula- 
tion between the two rooms. Incidentally, this corridor forms the exit, after 
consultation, without the need to return to the waiting room 

The bell over the doorway appears to have been an afterthought and no 
other signalling system is apparent. For our part, we consider that failing 
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any personal escort a buzzer in conjunction with an illuminated indicator is 
preferable. 
SOUND PROOFING 

We would now like to digress on the topic of acoustics, which we know to 
be the concern of a number of readers. No-one who has not experienced it 
can realize the discomfiture of both doctor and patient where it is known that 
the matter of sound-proofing has not been adequately catered for. Both 
doctor and patient may be unconsciously hampered by the knowledge of 
such a defect. Conversation may become inhibited with obvious impairment 
of the relationship. Sound is airborne from one room to another where 
openings exist, is conducted through structural materials, and may be 
transmitted by resonant qualities of walls, floors, and other structural media 

Sound intensity is measured on a comparative basis in terms of an 
abstract standard unit called the bell. Sound energy is measured in sabine 
units or bells. For the convenience of logarithmic calculation, the bell has 
been subdivided into the more common unit of the decibel. Sound absorp- 
tion is measured in terms of open window units. This unit, originally 
devised by Sabin, is equivalent to one square foot of opening through which 
the sound, otherwise confined by the structure of a room, is considered 
lost. When considering the acoustic damping necessary for any room it is 
useful to be aware of the quality of furnishings in this respect. For exampk 
a cushion may have sound-absorbing properties of perhaps one open 
window unit (O.W.U.). A luxurious carpet may have 0.3 O.W.U. per sqi 
foot and other furnishing will have varying acoustic damping qualities. In 
addition to furnishings, it is as well to note that the average human being has 
an absorption value of approximately 4 units. 

Ihe other consideration is that of acoustic transmission through struc- 
tural materials. Different types of wall construction provide sound attenua- 
tion ranging from about 30 decibels for the lightest partitioning to 50 for a 
g-inch brick wall plastered on both surfaces. For practical purposes a fairly 
high degree of sound absorption in a room improves the intelligibility of 
speech by the elimination of short-term, echoes or reverberation, whilst in 
an excessively damped room the speaker finds conversation tiring due to the 
lack of reflected supporting sound. Conversation in the consulting room ts 
usually conducted at close range In a well-damped room therefore the 
escape of sound is reduced. As opposed to the characteristics of soft furnish- 


| / 


ings, hard plastered surfaces, especially gloss finishes, recommended for 
other qualities, possess sound-reflecting properties 

The effectiveness of acoustic insulation is roughly proportional to the 
weight of the material used for the purpose. Therefore the walls between 
the consulting room and other rooms should be of adequate thickness and 
of solid materials as opposed to light partitions constructed of timber fram- 
ing or hollow tiles. A major point of weakness must inevitably be that of 
the doorways. This failing makes adequate sound insulation between the 


two rooms exceedingly difficult. When faced with this particular problem, 
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it is important that the door should be of the most solid possible construction 
and of a generous thickness. Apart from close-fitting rubber ‘draught’ 
excluders at the sides and top, some arrangement at the foot of the door 





Fic. 3.—The secretary's room, and entrance to consulting roon 


to close up effectively the inevitable gap below is required. Various devices 
for this purpose have been marketed. ‘There is a useful gadget which houses 
a continuous rubber strip which rises as soon as the door is opened to clear 
the floor surface, carpets or rugs. Another device which we have seen 


consists of a heavy piece of timber clad in felt and fixed by the felt in such 


a manner as to allow for some vertical movement in relation to the door 


lo summarize: in cases where sound-proofing is inadequate, attention 
should first be given to proximity of adjacent windows, communicating doors, 
sufficiency of sound absorption (this may be improved by the introduction 
of acoustic tiles or panels which can be applied to the walls or ceiling), and 
the positioning of the patient in relation to the points of weakness. All these 
matters should be examined before considering structural alteration, which 
may prove very costly 

THE SECRETARY'S ROOM 

To the left of figure 3, a glimpse into the secretary's room shows an access 
doorway to the dispensary, which is combined with an examination roon 
the latter also having direct access from the consulting room which is seen 
on the right of the picture. As relief to otherwise continuous surfaces of 
floor tiling, the doctor in this case has seen fit to use a number of rugs 


Features to note in the hand basin shown, are its corner pattern and small 
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size, which occupies the minimum space. Incidentally, the ‘vitrolite’ splash 
backs are provided in standard sizes. ‘They can, of course, be cut drilled and 
provided with ground and -polished edges. These are usually fixed with 


~ 


. 

















Fic. 4.—The consulting room 


screws fitted with chromium domed cover-caps. No attempt has been made 
to conceal the waste fitting, which in this case is a chromium-plated 
cylindrical trap—providing a tidy appearance 

An electric switched outlet socket is provided for power, and a flush 
pattern in white plastic has been selected for this purpose throughout the 
various rooms. Electricity is used throughout the unit for hot water and 
heating systems. 

THE CONSULTING ROOM 

The main view (fig. 4) shows electric convector heater, flush-fitting cup- 
boards, and a couch with drawers incorporated. Flexibility is a feature of 
this unit, and a second couch in the examination room provides the oppor- 
tunity for examination and preparation of a second patient, with the 
possibility of provision for a second doctor. 

Simplicity is the keynote here, which others might emulate with advantage 
It is in the consulting room that the individuality of the doctor is perhaps 
most apparent and advantageously displayed. Anything ranging from 
personal family photographs to a collection of fire-arms has been seen by 
us. Such personal effects may well provide a useful medium of communica- 
tion between doctor and patients of all ages. ‘The prerogative of displaying 
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old wall maps of the locality, for example, is perhaps that of licensed 
establishments, but as an essentially local institution this idea might easily 






be shared by the doctor. 








a 
a 












Fic. 5.-—-Dispensary and test room 









DISPENSARY AND TEST ROOM 


Although only slightly larger than is required purely for these purposes, it 





will be seen (fig. 5) that this accommodates a second couch quite comfort- 





ably. Ample bench space, with plastic topping and tiled splash back, 






includes a sink and generous accommodation in the form of cupboards and 





drawers. ‘The tiled window sill provides protection in the use of reagents 






Hot water is catered for by an electric water storage heater, serving the sink 






and the hand basin in the consulting room. Here again attractive fittings for 





electric light switches, fire and sterilizer have been selected 






Finally, it will be seen that here, as elsewhere, self-closing spring hinges 





have been fitted to the doors. Limited floor space and provisions of safety 






where clothing is likely to be discarded have been considered, leading to 





mounting the electric fire at a high level 











| 


MMARY 
We believe that this most adequate attempt to produce a good surgery unit 





supports many of the principles which we have discussed in previous 
articles, and as such serves to evaluate the broad standards to be desired 





CURRENT THERAPEUTICS 
XCIV._THE NEWER INSULINS 


By IAN MURRAY, M.D., F.R.C.P.Ep., F.R.F.P.S. 


Physician in Charge, Department of Metabolic Diseases, Victoria Infirmary, 
Glasgow 


AN insulin having a protracted action, whereby it should be possible with 
a single daily injection to regulate the blood sugar in the diabetic patient 
throughout the twenty-four hours, is the ideal which has been sought for 
many years. ‘l‘he prolonged-action insulins in common use, protamine zinc 
and globin insulins, have many disadvantages and are far from ideal. In 
an attempt to provide a better long-acting insulin the ‘lente’ insulins were 
introduced and have now been available on the British market for nearly 
two years. 
rHE “‘LENTE’ INSULINS 

These ‘lente’ insulins were the outcome of the research of Hallas-Mdller 
and his colleagues in Denmark. The essence of their discovery was that 
they found a method of prolonging the action of insulin without adding 
foreign substances such as protamine. In protamine zinc insulin, phosphate 
is used as the buffer, but it now appears that the zinc has a greater affinity 
for phosphate than for insulin. The Danes showed that if acetate is used 
as the buffer a zinc-insulin compound is formed, and this compound has 
such a protracted action that the addition of protamine is unnecessary 
This zinc-insulin compound, prepared from thrice-crystallized insulin in 
the presence of 2 mg. zinc per 1000 units, is precipitated as crystals when 
the pH is between 5 and 6, but over a considerable range outside these 
limits (a range which includes that of body fluids) it appears in amorphous 


form. The crystals once formed remain stable over a wide range of pH. 


Thus, it was possible to make mixtures of crystalline and amorphous 
zinc suspensions, buffered with acetate to pH 7.2, approximately the pH 
of blood. Attention may be drawn here to the fact that ordinary soluble 
insulin, which for the sake of optimal stability is kept at pH 3 to 3.5, 
should not be mixed with insulin zinc suspensions, since on its addition 
to the latter the resultant fall in pH would gradually change amorphous 
zinc particles to crystals, so tending to prolong the action of such a mixture 
instead of increasing its immediate response. 


AVAILABLE PREPARATIONS 
The duration of action of the zinc-insulin precipitate depends upon the 
size of its particles, the amorphous exerting a hypoglycemic action in man 
for about twelve hours, whilst the crystals act for twenty-four to thirty 
hours. Investigations were made on diabetic patients with mixtures of the 
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quicker-acting amorphous and longer-acting crystalline preparations in 
order to discover what proportions of these gave the best control, and it 
was found that 30 per cent. of the former and 70 per cent. of the latter 
was most generally useful. It is a mixture in these proportions that is 
marketed as ‘lente insulin’, for which the British Pharmacopaia Com- 
mission has adopted the title insulin zinc suspension. ‘The two components 


of this mixture are also available—‘semilente’ or insulin zinc suspension 


(amorphous), and ‘ultralente’ or [.Z.S. (crystalline). The original Danish 


names are much more descriptive than the clumsy British synonyms, and 
it is unfortunate, and liable to cause confusion, that the unqualified term 
‘1.Z.S.” does not indicate that this has an action intermediate between that 


of the other two. 


ADVANTAGES OF THE ‘LENTE’ INSULINS 
It was the original claim made for the ‘lente’ insulins that go per cent. of 
diabetics could be controlled with a single daily injection. A more recent 
report from Denmark showed this to be possible in gg0 of 1,030 patients, 
of whom 70 per cent. had previously received two injections a day: ‘lente 
insulin’ sufficed in 80 per cent., whilst additional ‘ultralente’ was required 
by 11 per cent. and ‘semilente’ by g per cent. of the patients. Various other 
workers have in general substantiated these claims. In this country, how- 
ever, soluble and protamine zinc insulin mixtures were so commonly used 
and with considerable success, that the proportion of patients having two 
daily injections must have been far below 70 per cent., with the result that 
the original claim did not appear to most British patients to be dramatically 
revolutionary. Experience with these insulins, however, has demonstrated 
that they possess certain advantages. ‘There is no doubt that they are much 


less liable to produce the local allergic reactions which are not infrequent 
with the use of protamine zinc insulin. Local irritation and induration at the 
site of injection are not only uncomfortable to the patient but may inter 
fere with the even absorption of insulir This allergy is occasionally 
encountered with the ‘lente’ insulins but is nearly always of less degree and 
is transient. This is a matter of considerable importance and, even if all 
else were equal, would make the new preparations preferable to protamine 
zinc insulin. But a high proportion of patients, who would probably require 
a mixture of soluble and protamine zinc insulins, can be controlled on 
‘lente’ insulin, and thus avoid the more complicated injection technique 
involved with the former. This is particularly true of new patients, in 
probably go per cent. of whom ‘lente’ gives satisfactory control 

For old (as opposed to new) patients the assessment of the value of these 
insulins presents more difficulty. In the first place one would hesitate to 
change any diabetic from an established regime which was giving good 
control with a single injection a day. One will therefore usually have some 
definite reason for trying the new insulins in old patients. This may be the 
occurrence of troublesome local allergic reactions associated with the 
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taking of protamine zinc insulin, or it may be that the patient has previously 
been taking two doses of insulin a day and the convenience of a single dose 
makes the trial worth while, or it may be that cuntrol has been poor and 
change is made in the hope of getting better results. As already mentioned, 
if the change is made for either of the first two reasons satisfactory results 
will often be obtained. 

If trial is made of the ‘lente’ insulins because previous control has been 
poor, too much should not be expected. Certain patients are so unstable 
that really satisfactory control is impossible whatever regime is adopted. 
Nevertheless, published reports show that from one-third to one-half of 
all old patients changed to the ‘lente’ insulins have obtained better control. 
In the remainder, control was at least as good as formerly except in a small 
proportion, about 6 per cent., in whom results appeared definitely worse 
It is noteworthy that, although the latter proportion is small, all observers 
in this country have experienced a number of failures with these new 
insulins. 

Before discussing the methods to be adopted in using the ‘lente’ insulins 
it must be emphasized that these are long-acting insulins, and that they 
have no place in the treatment of severe diabetic ketosis, for which soluble 


insulin is essential. 


rHEIR USE IN A NEW PATIENT 
In describing the use of the ‘lente’ insulins in practice it is most convenient 
to begin with the consideration of the treatment of a patient newly dis- 
covered to be diabetic. It is generally best to start by giving instructions 
about diet. If the patient is obviously overweight it is to be anticipated 
that dietary control alone is all that will be required but, provided ketosis 
is absent or slight in degree, even the thin acute diabetic can, for a few days 
at least, get on very well merely with a regulated diet. In prescribing a 
diet, which nowadays can be generous, attention will be paid to the habits 
and tastes of the individual and a satisfying but sugar-free diet is allowed 


with measured quantities of carbohydrate for each meal. ‘The patient 


begins to carry out urine tests, and if glycosuria persists ‘lente’ insulin is 
started. The initial dose is generally between 20 and 40 units, depending 
upon the severity of the case, and is usually best administered half an hour 
to one hour before breakfast. From the record of urine tests it will become 
evident after a few days what adjustment of dosage will be required 

It is desirable that the urine should be tested before each main meal, 
since although, as already mentioned, the majority of these patients respond 
well to ‘lente’ insulin, occasionally other proportions are required. For 
example, if the best test of the day is at midday it may be suspected that 
the amount of ‘semilente’ is too great, whilst the opposite might be con- 
cluded if diurnal tests were poor and the early morning urine sugar-free 
In such cases improved control may be effected by altering the proportions 
of ‘semilente’ and ‘ultralente’, or perhaps by readjusting the amounts of 
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carbohydrate between the various meals. The latter course is generally to 
be avoided if possible, since the diet has been planned according to the 
patient’s normal habit, and it is obviously desirable to adhere to this. If it 
becomes evident that different proportions are necessary it is simplest to 
abandon ‘lente’ and prescribe ‘semilente’ and ‘ultralente’ which can be 
mixed according to individual requirements. Only by trial can one dis- 
cover the most effective proportions For some patients 10 per cent, to 
20 per cent. of ‘semilente’ is adequate, whilst others require 50 per cent, 
or more of this relatively quicker-acting insulin. Very occagjonally ‘semilente 
or ‘ultralente’ alone proves best. 

If, when first seen, the patient is found to be acutely ill with severe 
ketosis it is advisable to initiate treatment with multiple injections of 
soluble insulin. After a few days, when the acute phase has been overcome, 
one may safely and with advantage transfer to a single daily dose of ‘lente’ 


insulin 


THE SWITCH-OVER FROM PROTAMINE ZINC (OR SOLUBLE) 
INSULIN TO ‘LENTE’ INSULIN 

Changing an old patient to the new insulins for one of the reasons already 
discussed presents some difficulties and is not devoid of risk unless these 
are recognized, First it is necessary to have the full cooperation of the 
patient as regards diet and performance of frequent urine tests. It is 
important to recognize that in many cases the dose of ‘lente’ insulin must 
be considerably greater than the dose of the insulin previously taken 
When a patient is transferred to ‘lente’ in the same dosage as of his former 
insulin it is often found that for the next few days glycosuria becomes 
much worse and he may develop diabetic symptoms. Some patients become 
so disturbed by this that they resume their former regime before the dose 
can be increased. Such patients account for some of the failures with ‘lente’ 
insulin, although doubtless some of these might have been controlled had 
the dosage been adequately raised. ‘This increased requirement is en 
countered most often when the patient has previously been taking protamine 
zinc alone, but it is found also when the former insulin has been a mixture 
of soluble and protamine zinc insulins, or even when two doses of soluble 
have been taken. The amount of this increase in dosage may be large 
50 per cent. to 100 per Cent., or even more 

Nevertheless, at least one-third of all patients, and possibly more, are 
controlled on an equal dose whilst some patients find that they actually 
require less. Accordingly it is usually wise to start with the same dose of 
‘lente’ as of the previous insulin, warning the patient that the urine tests 
may be poor for a few days after the change-over He should be advised 
that if he develops thirst or polyuria he should take a small additional dose 
of soluble insulin in the evening, and if after a few days there is no improve- 
ment he should increase the dose of ‘lente’ by 10 per cent. As has been 


said, he must be kept under supervision since in certain cases much larger 
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increases will be required without which there is real danger of ketosis. 
After a time it is observed in some patients that the dose can be decreased, 
and eventually it may be found that they are taking little if any more 
insulin than before the transfer. The reason for this increased insulin 
requirement when change is made to ‘lente’ is not clear. Undoubtedly in the 
case of patients formerly taking protamine zinc insulin it is partially explained 
by the fact that the dose of the latter could not be increased because of 
liability to nocturnal attacks of hypoglycemia, although diurnal control was 
relatively poor compared with that effected with insulin-zinc suspension 

It was originally suggested that hypoglycemic reactions were less severe 
with the use of the ‘lente’ insulins than with the older insulins. Further 
experience has shown this not to be true. 

The development of an intercurrent infection, so upsetting to diabetic 
control, not uncommonly appears to be more than usually disturbing to 
the patient well balanced on the ‘lente’ insulins. Accordingly, when any 
infection occurs it is often necessary to make bolder increases in dosage 
than with other insulins. For example, an increase of 20 per cent. or more 
may be required, and this may have to be supplemented with additional 
doses of soluble insulin in the later part of the day until control is re- 
established. ‘This is particularly true when the dose of ‘lente’ is large 
100 units or more per day. Although some patients appear to obtain satis- 
factory control on doses of as much as 160 units, such patients must be 
watched with care should they develop any other illness. 


THE UNSTABLE DIABETIC 
Some diabetics are too unstable, or too ‘brittle’, to be controlled on a 
single daily dose of insulin, and require two injections a day, a regime 
which gives considerably more flexibility of control. Many such patients 
get on pretty well with soluble insulin night and morning, but when the 
fasting blood sugar level is high, and particularly when there is a tendency 
to ketonuria in the morning, a more prolonged action is required and for 
this ‘semilente’ for the evening dose is sometimes useful. These unstable 
diabetics are often extremely difficult to control and various permutations 
and combinations may be tried in an endeavour to discover that most 
suitable for the individual. Some do quite well on ‘semilente’ night and 


morning, and occasionally two injections a day of ‘lente’ may be found to 


give satisfactory results. 


TECHNICAL DIFFICULTIES 
Certain technical difficulties occur occasionally and deserve mention. These 
insulins are suspensions and if the phial is allowed to stand the insulin 
particles settle to the bottom. It is obviously necessary to shake the insulin 
bottle before use. The amorphous is easily dispersed, but the crystalline 
requires a firm shake. As the bottle is labelled ‘shake well’ there is no 
excuse for any trouble in this respect, and in fact the usual handling and 
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inversion of the bottle before withdrawing the insulin is in itself adequate 


as a rule to effect full dispersion. On rare occasions, however, a patient 


may complain that the needle gets blocked. If this happens he should be 


told to shake the bottle well before use and to see that any spirit used for 
cleansing the cap or the syringe is first removed, since spirit may cause 
aggregation of the insulin crystals. Finally, rare cases of apparent cumulative 


action have been observed, the dose having to be reduced and even stopped 
for some davs. Too little is known of this rare occurrence to warrant 
further comment at this time. It is thus clear that, although the advantages 

} been estab- 


originally claimed for these preparations may be said to have bee 


lished, certain peculiarities of their action still require investigation 


AN ADVANCE IN INSULIN TREATMENT 


It may appear from what has been said that there are many disadvantages 


in the use of these insulins, but it is not the intention to convey this 


impression. Most workers who have had considerable experience with the 


‘lente’ insulins are in fact agreed that they represent an advance in insulin 
treatment. It is generally accepted that the introduction of more insulins 


tends to confusion, and it has been truly said that ‘before new insulins are 


introduced it should be clearly apparent that they possess decisive advan 
It can be asserted that ‘lente’ has definite 


tages over those now available’ 
Accordingly it 1s to be hoped that 


advantages over protamine zinc insulin 
eventually protamine zinc will be supplanted although this must be gradual 


vatients already well controlled with it, either alone or mixed with 
| 


since 

soluble vill continue to use it. Since ‘lente’ is a useful and desirable 
addition it follows that ‘semilente’ and ‘ultralente’ are needed for patients 
who require proportions other than the 3 : 7 of ‘lente’. ‘Semilente’ has an 
action comparable to that of globin, and one feels that the latter could be 
abandoned easily. Soluble insulin, however, remains essential, particularly, 
in the treatment of severe keto 

ISOPHANE INSULIN 

In conclu mention must be made of isophane or ‘N.P.H.’ insulin 
Although only recently introduced to the British market this is not a new 


insulin. It has been, and is, used extensively in the United States and other 


countries abroad. ‘This insulin contains some protamine but its length of 
action ften little more prolonged than that of globin insulin. It may 
prove adequate for a mild case but when the insulin requirements are 


relatively high its action will not ordinarily last for twenty-four hours. Ti 
does not have the potentialities possessed by ‘lente’ insulins for ngteting 
the requirements of varying diabetics, and does not therefore come up to 


the criterion already mentioned for justifying the introduction of a new 


insulin 








MY MOST INTERESTING CASE 


IX..-THE MAN WITH LITTLE STROKES 
By WALTER C. ALVAREZ, M.D., F.A.C.P. 


Emeritus Consultant in Medicine, The Mayo Clinic, Rochester, Minnesota 


One of the most instructive cases I ever had was that of a dear friend of 
mine whom I saw professionally for the first time in 1925. He was then about 
50, and the head of a large business. He was a keen, alert and friendly man. 
One day he came in and said, ‘As you know, I have always been a hard 
driver and a hard worker and one who has enjoyed his work. Work has been 
no effort for me, and I have never felt tired. But a few weeks ago | suddenly 
found myself feeling so tired one morning that I had to push myself to go 
to work, and when I got te my desk I found I couldn’t handle things quickly 
and easily as I used to do. | now can hardly read a business document, and 
I cannot make decisions and get things done; my partner has had to take 
over’. 

‘Today, if I were to hear such a story, I would immediately think of a 
little stroke, and would start asking for the typical history, but in 1925, 
although I could recognize some little strokes that had produced a short 
spell of distress, | had not yet learned how commonly those minor vascular 
injuries that wreck a man’s brain come silently in the night. I examined my 
friend from head to foot, and when I found nothing I had to tell him I just 
didn’t know what was wrong. 

In February 1926, I left San Francisco, and my friend went to a physician 
who promptly told him his trouble was chronic appendicitis and operated 
on him. When this did no good, the patient went to another prominent 
physician who, on the basis of a few slight changes in the electrocardiograms, 
diagnosed coronary heart disease. This diagnosis also must have been wrong 
because, in the twenty years that followed, the man never had any symptoms 
or signs of heart disease. His troubles were obviously all with his brain. 
He had that common but usually misdiagnosed disease which Osler had in 
mind years ago when he said that many of us take almost as long to die as 
we did to grow up. My friend was like the wise old lady who every time she 
had another little stroke with a dizzy speli or spell of nausea said: ‘Death 
keeps taking little bites of me’. 

Every year when on my vacation, I would drop in to visit my friend, and 
each time I could see that he had lost a little ground. Every year he had 
become a bit weaker. He continued to go to his office for part of each day, 
but he could not do anything; he just sat at his desk. This was hard to 
understand because with me he seemed to be his old highly intelligent and 
interesting self. Something must have gone wrong just with that part of his 
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brain that had made him an able business man. Fortunately, unlike many 
of these mentally crippled men, he remained well-groomed and clean and 
young-looking. He did not age, as so many do, and the essential core of his 
personality remained untouched. Later he began to get unsteady on his 
feet. Soon, he became afraid to go out alone; and later, he feared to be left 
alone in his apartment. Perhaps, like many of these people, he was afraid of 
getting another stroke and then being unable to reach the telephone to call 
for help. A year or two later I noticed the beginnings of a Parkinson's 
syndrome. There came the tremor of the hands, and then his face began 
to lose its expression. After a few years his legs became so ‘rubbery’ that it 
was hard for him to get about. In 1946, he became partly paralysed, and 
after that he gradually petered out. Part of his brain died while the best of 
it and much of his body remained in good shape. An important point, 
incidentally, is that this man spent 23 years of his life dying slowly. This 
long-lasting disease, which is so common is as yet rarely diagnosed correctly 

Now, the remarkable fact about this case is that last year, while cleaning 
out an old file, I came across my friend's old record. | read it, and there I 
found something which should have given me the diagnosis in 1925, if I 
had only had the sense and training and courage to grasp its meaning. 
There, on the first page of his history as I had recorded it, was the key to 
the whole illness. What I found was that in 1923, two years before the man’s 
health broke so badly, one day his right hand had suddenly become numb 
and unwieldy. It continued to be clumsy and to give him trouble for several 
months, and then it became stronger and practically normal again. The 
story was as typical of a little stroke as one could ask for, and yet none of 
the physicians who then saw the man had faced the obvious implications of 
this happening. Later when I heard about it, because | was not well 
acquainted with that kind of a stroke, and because I had never been taught 
what it could do to a man, I did as most of us do in such circumstances, 
and paid no attention to the story. I just ignored it and forgot it 

About a year later again something happened to the man which should 
have made me do some thinking, but it didn’t. One day several fingers of 
one of his hands got mangled in some machinery on his ranch. Recently, 
as I analysed the accident, I concluded that what probably happened was 
that the man had had another little stroke which had caused him to lose his 
sense of balance. On starting to fall he probably threw out the hand, and it 
went into the open gear box which at the moment he was greasing. Again, 
1 doubt if the physicians who took care of his hand wondered much why a 
strong and sensible man had fallen into a gear box. I am sure that at the 
time I did not think to ask him just how the accident had happened; | was 
not thinking of little strokes. 

The man’s third stroke, which suddenly ended his business career, 


apparently came in the night, as so many do. It could, of course, have come 
during the day without producing any sensations. Why do | say this? 
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Because several physicians, seen shortly after a big stroke with a hemiplegia, 
have told me that with it, they had felt no discomfort of any kind. It would 
seem obvious then that if one can have a dig stroke without any shock or 
discomfort, why shouldn’t one have smail ones, also, without discomfort or 
any sensation at all? 

What is the moral of this tale? It is that we physicians must constantly be 
taking careful histories. We must often do some thinking about the facts 
revealed in these histories, and we must interpret these facts better than we 
sometimes do. When puzzled, if we wish to keep our minds open, and if we 
wish to keep learning medicine, we must not give the patient a placebo of 
diagnosis. The sad fact about using such placebos is that we tend to become 
satisfied with them, and to use them in place of thinking. We must all keep 
trying to see and recognize and understand things that we were never shown 
by anyone. We must not disregard facts that we turn up, and we must not 
explain them away with explanations that mean nothing. We must constantly 
be learning medicine not from books alone, but from our patients. ‘The books 
are often wrong; it is the patients who are right. 


REVISION CORNER 
THE HACKING COUGH 


Coucu is essentially a bronchial symptom. It is a reflex movement which is 
designed to expel matter from the respiratory tract. By definition, the 
hacking cough is a small, dry, frequent cough. It is a cardinal principle of 
medicine that diagnosis precedes treatment and it is therefore important 
to consider the causes of this condition before dealing with treatment. 


CAUSES AND DIAGNOSIS 
The causes are numerous and may lie anywhere from the larynx to the 
terminal bronchioles. They may lie in the lumen, in the wall or result from 


pressure outside the wall. The most common causes lie in the lumen, 


and of these the most important is undoubtedly the dry, sticky mucus of 
chronic bronchitis which may be small in amount. It may occur at the 
onset of left-sided heart failure before frank pulmonary edema develops 
The cough of whooping-cough may be the most characteristic hacking 
cough that exists. The thin coating of catarrh in laryngitis may be extremely 
irritant. When the consolidation in pneumonia is beginning to liquefy and 
pus starts to trickle into the bronchial tree, there may be a short period when 
the cough is irritant and unproductive. A foreign body that is inhaled can 
produce a hacking cough. 

In the wall of the bronchial tree the most important condition to consider 
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is neoplasm, and the hacking cough which appears to develop for no 
apparent reason may well be a symptom of carcinoma of the bronchus 
It is rarely a symptom of adenoma though this is clearly a possibility 
\ tumour of the larynx may be responsible. Causes outside the bronchial 
tree include collections of mediastinal glands, particularly those of Hodgkin's 
disease; but pressure of tumours or even of an aortic aneurysm may result 
in this type of symptom 

The diagnosis can be established as a result of careful history taking and 
examination, followed by an x-ray of the chest and, if need be, by laryngo 


scopy or bronchoscopy. 


TREATMENT 

‘Treatment should be directed towards treating the disease which causes 
the condition and to clearing the respiratory tract by removing the irritant 
material contained in it. Heart failure should be treated by rest. Whooping- 
cough might be treated with the appropriate antibiotic; whilst carcinoma 
of the bronchus can only be treated by surgical removal. When a foreign 
body has been ifhaled it should be removed through a bronchoscops 

In chronic bronchitis the most important thing to consider is the means 
of removing that sticky, irritant, mucoid plug which causes the characterist 
dry, hacking cough. This can be prevented to some extent by the discon- 
tinuance of exposure to irritant dusts; thus, the smoker’s cough can be 
prevented by giving up smoking. It may be impossible to remove the city 


dweller from the dust, smoke and irritation of sulphur fumes or even to 


yrotect him from recurring catarrhal infections acquired in underground 
: 


trains and similar places where people are crowded together. The only 
method of achieving this would be for the patient to winter in subtropical 
climates. Irritation of the bronchial tree is often stimulated by movement 
from a hot to a cold atmosphere and vice versa, but indoors this can be 
obviated by means of central heating 

Therapeutic measures should be directed towards making the mucus 
more fluid and less adherent to the wall of the bronchus. This is best 
achieved by diluting it and the only method of getting water to the site is 
by steam inhalations. These can be given for a quarter of an hour four 
hourly, and to them should be added a mild irritant such as Friar’s balsam 
or menthol to stimulate cough to expel the diluted mucus. It has been 
suggested that inhalation of carbon dioxide will loosen mucus but there 
seems little scientific evidence to support such a theory. With the develop 
ment of detergents it has been thought possible that these might lower the 
surface tension of the mucus and, accordingly, make it less viscous and 
more easily coughed up. The detergent preparation, ‘alevaire’, has been 
used for this purpose and the results have been gratifyingly satisfactory 
It needs considerable pressure, however, to atomize the ‘alevaire’; it is 


therefore essential that it should be inhaled in a stream of oxygen passing 
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through a ‘Dedon’ or ‘Collison’ inhaler with an oxygen pressure of 6 litres a 
minute; or in air passed through it by means of an electric motor. Attempts 
have also been made to digest the mucus with trypsin, an inhalant, 
‘tryptar’, having been developed for this purpose. 

Although many irritant medicines have been presented as cough mixtures, 
the only really effective substances to liquefy mucus are iodides which are 
excreted through the bronchial tree, the most effective preparation being: 


Potassium iodide grains (0.2 g.) 


3 2 
Ammonium carbonate 3 grains (0.2 g.) 
Potassium bicarbonate 10 grains (0.6 g.) 
Camphor water to } fluid ounce (14 ml.) 
4 fluid ounce (14 ml.) four-hourly in hot water 
In pulmonary tuberculosis, since iodides are apt to activate the tuber- 
culous infection, it is wiser to use a chloride, as in the mixture: 
Sodium chloride 3 grains (0.2 g.) 
Sodium bicarbonate © grains (0.6 g.) 
Emulsion of chloroform 5 minims (0.3 ml.) 
Oil of aniseed 20 minim (0.003 ml.) 
Water to } fluid ounee (14 ml.) 
} fluid ounce (14 ml.) four-hourly in hot water 

When the irritant plug of mucus has been removed the coughing will 
subside and the patient’s symptoms be accordingly relieved. 

It is rarely necessary or advisable to try to alleviate the hacking cough 
by means of sedatives but there are certain circumstances in which this 
should be done: if the amount of secretion is small and the cough becomes 
extremely irritant on lying down; if a change of posture stimulates it; if it 
keeps the patient awake. In such circumstances, a sedative which will 
suppress the cough by damping down the sensitivity of the respiratory 
centre is desirable. If the cough is being produced by an inoperable carci- 
noma, where there is little or no sputum, it is again obviously desirable that 
it should be suppressed. The cough in whooping-cough can be most 
exhausting and here again a sedative may help. Opium and its derivatives 
are the best drugs for this purpose. The most effective preparation is 
undoubtedly linctus of terpin and heroin: 

lerpin hydrate grain (60 mg.) 
Diamorphine hydrochloride 20 grain (3 mg.) 
Menthol 24 grain (2.5 mg.) 
Alcohol (go, ) 10 minims (0.6 ml.) 
Glycerin to 60 minims 
Heroin, however, is such a powerful drug of addiction that it may be felt 
that something less dangerous is indicated and in such circumstances 
compound syrup of cocillana, which contains ethylmorphine hydrochloride, 


is a soothing, satisfactory remedy. Less powerful preparations include 


linctus of codeine and Gee’s linctus. 
In the case of whooping-cough, phenobarbitone is as effective a sedative 
as any. The dosage for infants is 1/8 grain (8 mg.) thrice daily; 30 minims 
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(2 ml.) of elixir of phenobarbitone B.P.C. is a convenient method of giving it. 

Bromoform in drops, one for each year of age up to 6, or elixir of bromoform, 
30 to 120 minims (2 to 8 ml.), is sometimes a useful mixture. 

K. M. A. Perry, M.D., F.R.C.P. 

Physician, London Hospital. 


PERIPHERAL TUBERCULOUS LYMPHADENITIS 


In this note I define peripheral tuberculous lymphadenitis as clinical 
tuberculosis of the cervical, axillary or inguinal groups of lymph glands. 
Because it has a different natural history, tuberculous lymphadenitis in the 
mediastinum and abdomen is excluded. There is not room for detailed 
argument, and this short account is presented in four sections: origin, 
natural history, diagnosis and treatment. 


ORIGIN 


The glands are usually unilateral, being the regional glands of a primary 
complex. Although the tonsillar glands are most commonly affected, the 


first swelling may be seen in other groups such as the submandibular or 
pre-auricular. Thus, a pre-auricular gland may drain from a primary focus 
on the cheek or conjunctiva, and a submandibular gland from a focus in a 
tooth socket or on the alveolus. The primary focus cannot be seen unless the 
infection is recent, and even then may not always be recognizable. Some- 
times, infection from the mediastinum can spread to the lymph glands at 
the root of the neck. Tuberculosis of the axillary or inguinal glands occurs 
much less commonly but sufficiently often to be remembered whenever a 
chronic lymphadenitis is found. 


NATURAL HISTORY 
The natural history of tuberculous adenitis cannot be studied unless a series 
of cases is followed from the initial infection and for a sufficiently long 
period of time. The first affected gland is that nearest to the primary focus; 
it is painless and is found or noticed accidentally. It enlarges slowly over a 
period of some weeks; adjacent glands become involved and eventually form 
a mass of several glands with surrounding lymphadenitis. Often there is no 
major alteration in health, although observant mothers may realize that the 
child is rather less energetic and has a poorer appetite than usual. In a 
minority of cases (about a fifth) the onset is marked by more striking signs: 
the child is febrile, the gland mass enlarges more rapidly and attains a 
greater size, although pain is surprisingly slight. In these children erythema 
nodosum or phlyctenular conjunctivitis may also occur. Many cases, if 
untreated, proceed slowly but steadily to abscess formation; others appear 
to settle down, but the gland always remains palpable and within two or 
three years will show radiological calcification. Our experience in the 
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North-East of England leads us to believe that most peripheral glands 
sooner or later, though perhaps not for some years, break down. Only 


exceptionally, and in favoured circumstances such as professional families, 
does healing continue without eventual abscess formation. 

The complications of tuberculous lymphadenitis are local and general 
The commonest local complication is abscess formation, and this often 
follows an intercurrent infection such as a streptococcal sore throat. If 
softening has occured, subsequent abscess formation in the next group of 
glands is common. The chances of hematogenous complications such as 
bone disease or miliary tuberculosis, or the development of tuberculous 
meningitis, seem about the same as in primary infection in the lungs. The 
child with peripheral lymphadenitis does, however, escape the risks of 
bronchial erosion and its complications. 


DIAGNOSIS 

The accidental discovery of a painless, unilateral, slowly enlarging gland 
should always raise a suspicion of tuberculosis; so should softening in a 
gland known to have been hard and firm and rather larger than normal for a 
year or so. ‘These examples rarely present any difficulty, but a tuberculin 
test must always be done. In old glands, radiological calcification is good 
evidence of tuberculosis; but proof is only obtained by histological examina- 
tion of the gland or by the recovery of tubercle bacilli. 

When the child is febrile and the glands are recent, the differential 
diagnosis must be made from a non-specific lymphadenitis, caused either by 
bacterial or virus infection or glandular fever. The clinical differentiation 
between acute non-specific lymphadenitis and a sharply reactive tuberculous 
lymphadenitis may be impossible for a few days; but, generally speaking, in 
non-specific lymphadenitis there is more likely to be a history of sore throat 
in the child or in other members of the family, and more to see in the throat; 
the gland is tender to touch and the child is unwilling to move his neck. A 
negative tuberculin test rules out tuberculous lymphadenitis, but a child 
with a positive test might easily have a non-specific adenitis. When in 
doubt, the condition should be treated as non-specific lymphadenitis for a 
few days. 

Glandular fever, using the term to cover a group of febrile illnesses with 
general lymphadenopathy, is common in epidemics in school children. The 
clinical picture varies widely, but one can say that the clinical distinction 
from tuberculosis rests upon the discovery of a generalized enlargement of 
the lymph glands. There may also be a distinctive hematological picture. 
In glandular fever the course is much shorter, and softening never occurs. 
Again a negative tuberculin test practically excludes tuberculosis. 


TREATMENT 
The objects of treatment are to make the illness as short and as inconvenient 
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as possible, to obtain a good cosmetic result and, if possible, though this is 
difficult to prove, to reduce the risks of hematogenous complications 

Our treatment of tuberculous lymphadenitis is determined by our view 
of its natural history, the duration of infection when first seen, and the 
physical state of the glands. Usually, children are not seen, and diagnosis is 
therefore seldom possible, before caseation has occurred ; this caseous material 
must either be calcified or absorbed slowly over a period of some years. For 
practical purposes it can be regarded as a foreign body in the tissues. On 
the other hand, in a recently infected case, streptomycin and isoniazid, or 
isoniazid and PAS, have a marked effect both upon the general symptoms 
of the primary complex (e.g. controlling the fever) and upon the peri- 
adenitis surrounding the glands. As we have watched children with tubercu- 
lous lymphadenitis, we have come to give the following advice for glands 
seen at different stages after infection :— 

(1) In a child with a recent primary infection seen when the glands are 
firm.—When a provisional diagnosis of tuberculosis has been made, chemo- 
therapy (streptomycin and isoniazid) is given. General symptoms, if 
present, soon disappear and the glands diminish in size. The largest masses 
with most periadenitis show the greatest reduction, and a large mass may 
break down into a group of glands, one of which is usually larger than the 
others. Chemotherapy is continued and careful measurements made until 
it is evident that the glands are not becoming any smaller. This takes about 
three weeks. At this stage, or shortly afterwards, we advise that the primary 
gland and its immediate neighbours should be removed by local dissection 
and the wound carefully closed with fine sutures to leave as little scar as 
possible. Chemotherapy is continued over the healing period but stopped 
when the wound is firmly healed. This method has been most satisfactory 
giving an almost invisible scar, a short illness and, so far, no subsequent 
abscesses 

(2) Children first seen when softening has occurred.—The skin is red or 


spontaneous rupture has occurred. Occasionally, if it seems the whole gland 
has softened, aspiration will be successful, but where there is a caseous rim 


to the gland abscess, incision with gentle removal of as much as possible of 
the caseous mass is indicated. This should be done while chemotherapy is 
given. These wounds, especially if caseous material has been left m situ, 
often discharge for some weeks or intermittently for months, but eventually 
heal and with care and patience the remaining scar is often much less ap- 
parent than at first seemed likely. 

3) lf a calcified gland is found, it has been present for at least two to 
three years and should not be disturbed unless enlargement and softening 
occur 

These general principles can be applied to the treatment of glands in any 
superficial situation. 

I am aware in this short note that I have not considered two other small 
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but interesting groups of children: infants who develop a generalized 
lymphadenopathy during disseminated tuberculosis, and older children who 
have bilateral cervical and axillary tuberculous lymphadenitis associated 
with a much older and calcified primary infection in the chest. But the 


great majority fall into the category I have described 


a child with a 


painless, slow enlargement of glands in one side of the neck, or in the axilla 


or groin, 


F. J. W. MILLER, M.D., M.R.C.P. 


Lecturer in Pediatrics, Department of Child Health, University of Durham; 
Assistant Physician, Children’s Department, Royal Victoria Infirmary, 


Newcastle upon Tyne. 


NOTES AND QUERIES 


Investigations in Infertility 
QUERY. 
following case 


I should be grateful for advice in the 


An attractive married woman, aged 26 years, 
four-and-a-half 
years’ continuous cohabitation with her husband, 
Both have 
investigations and were pro- 


has failed to conceive after 
a healthy young man aged 27 years 
had the fullest 
nounced normal. The wife complains that there 
are now definite signs of irritability between 
them, and the husband has begun to frequent 
the ‘local’ and rather mock her as the cause of 
failure to produce a much wanted child. The 
wite came to me in desperation, to ask what 


could be done apart from adoption. 


ReEpvy 
that is, that both parties to this marriage have 


If the facts stated above are accurate, 


been proved to be normal, then I am driven to 
the conclusion that there is some imcompati- 
bility between the spermatozoa and the ova—a 
condition in which I have never believed, and 
the existence of which I have never had proved 
in the course of thirty-five years’ experience. 
That 


investigations have been incomplete 
both 


being so, I am forced to consider that 


Complete investigation of partners 
would unply 

(1) The Husband:—(a) That his semen has 
been tested by an expert seminologist and has 
been reported upon as satisfactory in volume, 


(b) that he 


post-coital 


density, morphology and viability; 
has demonstrated his ability, by 
test, to deposit living spermatozoa in adequate 
numbers in the cervix 


(2) The Wife (a) 
has demonstrated her 


That a post-coital test 
receive the 
liberated an 
adequate quantity of suitable mucus for their 


ability to 


spermatozoa, and that she has 


migration; (b) that an endometrial biopsy has 
shown that she is ovulating, and that her endo- 
metrium is prepared adequately for nidation; 
(c) that temperature charts, kept by her over a 
few months, show that ovulation is repeated 
month by month, and that a successful biopsy 
result is not merely coincidence; (d) that both 
her Fallopian tubes have been proved to be 
patent by means of a hysterosalpingogram. In 
my opinion insufflation is not sufficient evidence, 
since it cannot guarantee the patency of both 
tubes, and the side on which patency is proved 
may not be the side of the ovulating ovary 

If, in fact, all these tests have been made, and 
are satisfactory, and if taken 
place on the fertile days (which are calculated to 
be the sixteenth and fifteenth days before the 


intercourse has 


anticipated onset of a period) then further help 
might be obtained if the woman would follow 
such intercourse by taking small doses of crstrin 
and progesterone by mouth daily from the 
fertile days until cither a period commences or, 
if it does not mature, until she is eighteen weeks 
The 


which I usually prescribe is 0.3 mg. of dieneestrol 


pregnant. dosage of these preparations 


and 5 mg. of ethisterone (progesterone) deily, 
the latter as a ‘linguet’ 


R. Curistie BROWN, M.S., F.R.C.S., F.R.C.0 


Injection Treatment of Hydrocele 
QuERY. 
on the following points 

What is considered to be the most satisfactory 
drug for the injection treatment of hydrocel 
What is the best technique and what is the 
percentage of cure? 


I should be grateful for information 


If quinine and urethane is not available, would 


it be safe and worth while to use quinine 
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~ 


injectior is what is the dosage doned because it seemed to cause menorrhagia 
What is th commended dosage if sodiun und seemed to postpone symptor the post 


morrhuate used enstrual ase On several occa ms After 


‘ 
s’ trial. hormones were abandoned 


} 
montt 


Rept ’ sfactory drug for the : 
simple preparation of bromothe yphvilur 


injectior ! f hydrocele of the tunica 
1 phenacetir 1x me tour times 


’ 
vaginalis a a t ine and urethane ; 
- the last days. Relief 


Nearly . ' ethamolin’ and : 
Dut 

sodiun ate 1» method which 1s 

successfu rh percentage of the smaller 

thin-walled ss t suitable for the ver 

large chror 

\ wea ‘ e skin with 1 nov 

cal an a : ¢ is introduced into 

the tunica vs ali i the sac is emptied 

Rather dep i ) capacity, 3 to 5 mi 

of scleros » flu d and, by massaging 

experienced alter 


the scrotum : ! roughout the whol ' 


sealed with a small 195 She 1s 


is supported by i her trouble 
most cases fluid 

reassemb ' necessary to repeat th 

treatmert at nterva on everal 


' 
occasl ' é s sclerosed ar 


quinine alone 


lium depend 


meth 
Ethaster 


unt 


Treatment of the Premenstrual 
Syndrome 


for advice on the progest 

f premenstrual syndrome premer 
yinptoms were present 
marked a few months 
third child im 1950 

i energetic, she be 

rritable Low backache 

n occurred, and stiff 

ts and muscles was 


of early rheumato 


not confirmed. Ther« the 
ng and tingling of the Bromotheopt 


strua headache whuicl because 0 


‘ 
mus in type although she doubt tha 
before a tecing ' vart 
r whole personalit 
reved within twent 


struatior sith 
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commend an implant of 500 mg. of progesterone 

I am not what the 
means when he asks whether there is any way 
of ‘rationalizing’ hormonal treatment and mak- 


quite sure questioner 


ing it less empirical. Although our knowledge 


of the premenstrual syndrome is incomplete, 
the hormone treatment is based on a rationale 
It is known that cestradiol is secreted in increas- 
ing quantities at ovulation and during the pre- 


menstruum and that castradiol causes water 


retention. Progesterone and testosterone tend 


The hypothesis is 


med 7 > 


to counterbalance this effect 
discussed by Greene and Dalton ( Brit 
1953, i, 1007) 

RAYMOND GREENE, D.M., F.R.C.P 


Treatment of Meningitis in 
Outlying Districts 

Query (from a reader in Iraq) 
me of the method of 
where laboratory examina 


Ple asc 


treating 


inform 
best cases of 
meningitis in places 
tion of the cerebrospinal fluid is not possible, 
ut all the antibiotics are availabk 
REPLY 


ha revealed 


It is assumed that a lumbar puncture 
a turbid or purulent fluid or that 
the liagnosis 1s 


clearly one of pyogenic or 


suppurative meningitis. If the case occurs im the 
setting of an outbreak of meningococcal! disease, 
r has no features suggesting any other diagnosis, 
it will usually be sufficient to administer sulpha- 
a similar sulphonamide alone. But if 

doubt that it may be due to the 
pneumococcus (e.g. a tinge of green in a purulent 
e or to Staphy- 


liazine or 
there is any 
fluid), or to Hamophilus influen 


aureus or to a hemolytic streptococcus 


g. In association with acute or chronic otitis 
combination of 
Both these 
drugs can be given by mouth and they penctrat« 


the bi 


administration is 


media), I would advise the 


chloramphenicol and sulphadiazine 


ood-brain barrier satisfactorily. If oral 


impossible intravenous of 


intramuscular preparations can be give 
few doses until the patient can swallow 
Penicillin is not now recommended unless the 


organism is known. For example, known hemo 


lytic streptococcal meningitis can be treated 


quite well with penicillin intramuscularly and 


intrathecally, and so can most cases of pneumo- 


coccal meningitis. But if there is any doubt as 


to the causal organism I would use chloram- 


phenicol and sulphadiazine, which is a very 


powerful and effective combination. The course 


of treatment with these drugs should rarely 


extend beyond six or seven days 
H. STANLEY BANKS, M.D 


U.V.L. Therapy in the Home 


(QUERY 


I am often asked by patients whether 


PRACTITIONER 


" 
ultra-vioiet 

Could 

benefit 


it is worth while buying ar lamp for 
use during the 


whether 


winter you tell m« 
from 


and 


there is any apart 


vitamin D, which can be obtained in food 
the psychological feeling of well-being—which 
warrants the purchase of such an expens 
apparatus? 

Reply I do not consider that the general 
application of ultra-violet light by a lamp in th« 
other than those 


home has any advantages 


mentioned in the question. U.V.L. was once 


thought to diminish the incidence of colds, but 
the published evidence is conflicting. (A full 
discussion of this and other aspects is set out 
fully in a forthcoming book ‘Modern Actino 
therapy’ by Raymond H. Beckett.) 

Because the use of lamps by lay persons must 
be devoid of risks, instructions issued with some 
lamps are such as to make them lacking in an: 
therapeutic effect, other than apsychological on« 
If the patient can afford a lamp, however, and 
has faith im it, the benefit of 


kind is something not to b« 


a psychological 
discounted. If its 
use can be made part of the routine of some 
other but less pleasant treatment it I 
advantage 


AN Brac 


Repellent for Fleas 
QuERY The 


glad to know how we can 


district nurse and [I would be 


avoid acquiring fleas 
C)rne 


homes 


when attending patients in thet 
fleas, 


can rid oneself of the but only after the, 


have caused their damage in the form 


irritating weals where they bite. It a recurring 
problem 


Repvy The 


practical method is to apply some droy fa 


simplest, cheapest and 
repellent, such as dimethyl! phthalate, to th 
cuffs and of the to the 


doctor's case und under 


inside of the collars 
trouser bottoms in the 
skirt of the 


sensitive 


the hem of the district nurse. In 


particularly individuals, proprietary 


in ointment ft 


preparations of this repellent 


can be purchased from most chemist 
skin of the lower limbs and forearms n 
lightly smeared. It is sometimes casier t 
few drops of the dimethy! phthalate (ar 
of which costs only a few pence) firm! 
effective for 


clothing: this should be 


month 
vermin of any type 


Incidentally, where 


encountered in a house, a 

public health conscience y i 
Medical Officer of Heal or Chief San 
Inspector of the area of the 
Under 


iforming 


existence : re 


Publi 


Act, 1976, disinfestation of persons and 


infestation section 8s of 


Health 
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clothing can ¢t 


charge. Some lessening number of 
medica oft 


h muses ma be 


ft thing can b« t 
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eight hours. Seven patients, who died within 
this period, were excluded from the series. The 
initial dose was 300 to 500 mg., given in divided 
doses in the first twenty-four hours. Subsequent 
doses ranged from 100 to 200 mg. daily, also 
given in divided Onset of action was 
usually demonstrable within twenty-four hours, 
range, 20 to 30 


doses 


reaching the therapeutic 
prothrombin activity, in forty-eight to seventy- 
two hours. Prothrombin activity returned to 
normal within forty-eight to seventy-two hours 
of stopping the drug. The recovery rate was 92 

for the 188 patients in whom the infarct was the 
in the 63 patients in whom it 


for the entire 


initial one, 86 
was a recurrent infarct, and go 
group. In spite of anticoagulant therapy, three 
patients had an extension of the infarct during 
treatment and another five had thromboembolic 
episodes elsewhere in the body. Hamorrhagic 
complications occurred in 13 patients (5.2°, of 
fatal. In 
purpuric 


the series) and three of these were 


addition two patients developed a 


maculopapular eruption 


‘Myleran’ in Chronic Leukaemia 

SATISFACTORY. results are reported by A 
Videbaeck (Acta Medica Scandinavica, 1955, 1§1, 
295) from the use of ‘myleran’ in six cases of 
chromic myelogenous leukw#mia and in one case 
velosclerosis 


and the dose was reduced, or the drug 


The initial dose was 6 to 12 
me daily 
withdrawn, as the white blood count approached 
normal. Normal white counts were obtained in 
in average period of one month, although in 
had to be continued for 

The duration of re- 

two to months 


one patient treatment 


two to three months 


ranged from eight 


five months). Four of the patients had 


missions 
(average, 
previously had radiotherapy, and the remissions 
corresponded exactly 
In the 


obtained with ‘myleran’ 
to those that followed upon irradiation’ 
first six patients no side-effects were encountered, 
and the haemoglobin increased in all of them, 
but the seventh developed a severe anaemia. It is 
therefore stressed that patients must be kept 
under careful hematological control. There was 
no response in one case of acute myelogenous 
leukemia and one case of subacute monocytic 


leukzwmia 


Antihistaminics in Blood 
Transfusion 

‘IN transfusion 
administration of 
amine’) reduces significantly the 
“pyrogenic” and allergic type re- 
actions’, according to C. R. Stephen and his 


prophylactic 
(‘pyribenz- 
incidence of 


therapy, the 
tnpelennamine 


reactions 
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colleagues (Journal of the American Medical 
Association, June 18, 1955, 158, 525). Their 
technique was to add the contents of one sterile 
ampoule of tripelennamine (25 mg. in 1 ml.) to 
the first bottle of blood given to each patient 
immediately before starting the transfusion 
The drug was not added to subsequent bottles 
unless more than twelve bottles had been given 
or unless there than a six-hour 
between 
who 


was more 


interval transfusions. In a series of 
1,515 patients 
fusions without tripelennamine, 


were given transfusions with the antihistaminic, 


were given blood trans 


and 1,616 who 


the incidence of allergic reactions was 3.1 in 
the former and 0.6%; in the latter. The compar 
reactions was 5.5 


with it 


able figures for 
without tripelennamine and 3.4 
Comparable results, so far as allergic reactions 


Wilhelm 


using diphenhydramine 


pyrogen 


are concerned, are reported by R. I 
et al. (Ibid., p. 529), 
(‘benadryl’). In this 
histaminic (50 mg. in 5 ml.) was added to each 
bottle of blood before it was stored for future 
use. This procedure caused no hemolysis, but 
it is pointed out that this is not a practicable 


investigation the ant: 


means for general use as it would mean that 
patients receiving multiple transfusions would 


receive an overdose of the drug In a series of 
495 transfusions with blood to which diphen 
hydramine had been added, there were no 
allergic reactions and the incidence of pyrogen 
reactions was 2.2 In a series of 948 trans- 
fusions without diphenhydramine the incidence 
of allergic reactions was 0.5°,,, and the incidence 
of pyrogen reactions was 2.2 In rabbits the 
administration of antihistaminics did not pre- 
reactions 


vent the occurrence of pyrogen 


following the administration of known pyrogens 


Rheumatoid Arthritis and 
Psortasts 
‘PSORIATIC 


arthritis’ is not ‘a distinct naturally 
occurring syndrome’, according to M. de G 
Gribble (Annals of the Rheumatic Diseases, June 
1955, 14, 198). Among the patients attending 
the department of physical medicine at the 
London Hospital during a three-month period 
he found the incidence of psoriasis to be 4.2 
compared with an incidence of 1 to 2°, for 
the general population. Comparable figures have 
been reported from the United States and 
Scandinavia. This relatively 
psoriasis among patients rheumatoid 
arthritis is attributed to the fact that 
with the latter condition are unusually prone to 
psoriasis. ‘In the 
arthritis may assume unusual forms, but these 
are too variable to permit the designation of 


high incidence of 
with 
patients 


presence of psoriasis, the 
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a “psoriatx " pposed to rheumatoid’ 


The twe 


the rheumatoid arthritis in patients with psoriasis 


arthritis’ st characteristic features of 


were the high incidence of bone destruction and 


the frequency of psoriasis of the nails, though 
ssar associated with 
It is there 


psoriatic 


this was by 1 means nece 


arthritis of the correspondu g pom} 


that ‘the term 


An Improved ‘Hammersmith 
Cocktail’ 


In 1940, Bull a I lleagues at 
tt H spita 


Hammer 


recommended a _ high-calori 


emulsion for oral administration im acute renal 


failure his Han 


came to be know? 


mersmith cocktail’, as it 
was an emulsion of glucos« 
ysical properties left much 
to be desired, and R. M. E. Richards and T. D 
Whittet (Pharmaceut Journal, 
175, 141) have details of an alterna 
which stable, 


palatable and cont double the 


n peanut o Its pt 


August 20 
1955 
tive preparation 


more more 


ins more than 
number of calories cont 
of the ‘Hammer 


structural basis 1s ‘sp: anc 


uned in an equal volume 
essential 
The 
spans’ and ‘twee: ‘ ire sorbitan deriva 
The , 


stable under con 


ocktatl’ Its 


i ‘tween 60 


tives, are nor active agents 
pr duce ef 
ditions tl nulsions would crack 


The fi emulsion 


| of lemon can be 


substitutes span ar mixed im 


heat and 


lurne or 


the oil with ar rentie« after 


cooling slightly the oi! of lemon is 


added. The othet 
the warme ind the 


together and 


ngredients are dissolved in 
two phases added 
shaken to produce an emulsior 
The resulting product ts then passed through 
the hand homogenizer several times to produce 


a fine emulsion. This preparation contains 510 


calories in 100 n 


Nvlon Socks and Tinea Pedis 


Tue use of broad 


mesh nylon socks ts suggested 
Lieut.-Cdr. R. H. Broughton (British 
July 1955, 67, 249) as a 


by Surg 
Journal of Dermatology, 
prophylactic against tinea pedis. In a series o 
19 suspected Cases, and 100 


found the 


104 proven cases 


normal controls, he incidence of 


tinea infection of footwear to be 45 m the 


Al NOTES 


proven Cases, 32 n the sus 


s in the controls. That laur 


necessarily lear the socks 


indicated by the fact that 7. mts witale was 


isolated from one of six pairs of laundered 


Service-issued cashmere socks from an infected 


patient, which had been unused for five months 


Further tnvestigatn showed that squames of 


skin could be found sock 
launderings, but no 


broad-mesh nylon socks 


squames of skin which leave 
dail evidently tend to remat 
socks but not the broad-mesh 1 


hence any attached fungus will 
among the woollen-sock-fibres 


held that 


hygiene of the fe 
x 


is COmMmMmMonty 


interstices of the 


atmosphe re and ar nsulati 


cotton socks, sin they ha 
mesh, tend to hold on to m 


hand 


does 


damp. On the other 

has a transparent mesh 
nce it is non-absorbent 
sweat It 

omplain 


yproad -rmne 


Beer in Chron 
Bes den tneneened 


diet 


Vephritis 


according t 
(American 
230, 49 


fact that on 


1955, 


f an 1,500-c: 


sodium may 


hemically 
t five 
Kummelstiel-Wils 


mahgnant hypertension t lon such a diet 


\ithough there was vidence that the diet 


containing [ h n the p 
ment, neither 
Geter 
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Diseases of the Liver and Biliary System. 


By SwHeiLA SHERLOCK, M.D., F.R.C.P. 
Oxford: Blackwell Scientific Publica- 
tions; 1955. Pp. xv and 720. Figures 
198. Price sos 
Tuts book is ‘written by an author who has 
herself contributed greatly to our knowledge of 
liver function in health and disease. She has 


attempted to discuss diseases of the liver and 


biliary system in a new way. First she describes 


the functional and morphological changes found 


in disorders of the liver and then tries to assess 


the degree of disturbance in terms of four 
aspects of this organ: hepatic cells, vascular 
supply, bile ducts and _ reticulo-endothelial 
system. These introductory chapters form the 
background to later descriptions of diseases of 


The book 


is Te markably complete and contains 2ectvions on 


the liver on more conventional lines 
uncommon as well as common liver disorders 
It has been possible to do this without making 
the book giving 


ences to recent publications and summarizing 


unwieldy, by frequent refer- 


their contents quite briefly. Thus, for example, 
the section on tropical diseases which may affect 
Only a 


model of condensation 


are allotted to 


the liver is a 


hundred pages dise ases of the 
biliary system and this part is less satisfactory 
than the rest 


The 


significant 


book as a whole can be acclaimed as a 


contribution to the literature of 


clinical and 1s strongly recommended 


mecaurcine 
It is excellently produced and illustrated. The 
senior student, consultant and general prac- 
titioner will each find much to interest them in 


this very readable volume On page 409, 
hepat ugular ‘reflex’ should read ‘reflux 
The Diseases of Occupations. By Donap 


HUNTER, M.D., F.R.c.P. London 
U niversities Ltd., 1955 


| 
and 1 40 Figures 438 Price £5 5s 


English 
Press Pp xv 


book and wm writing it Dr 
to British 


packed as tt ts 


Ins is a rernarkable 


Hunter has rendered a signal service 


medicine. It is a delight to read 
background information 


Whether it be the Papal 
Challoner 


and 


held 


with anecdotes 


covering so many 


curse denouncing Sir Thomas for 


enticing Italian alum workers to this country in 
1600, or whether it be nm account of malodorous 
selenium researches carried out in Cambridge, 


the author paints a full and colourful picture 


and helps the reader t ¢ occupational disease 
in proper perspective 
il section which deals 


briefly 


An introductory histor 


somewhat and with the 


superficially 


OF BOOKS 


social changes that industry has brought with 


it: factory legislation to control working con 


ditions and, later, the social legislation made 
possible by the wealth created by industry. The 
book then passes on to what is probably its best 


section, that dealing with the diseases caused by 
metals and their compounds This has obviously 
been a deep personal interest of the author and 


Phe 


vast range of chemical poisons is next presented 


the details are graphic and well balanced 


in a simple and orderly form so as to be within 


the understanding of th« who has 


but an elementary 


practitioner 


nowledge of chemistry 
, led tf & t 


Other sections deal with dust diseases, occupa 
tional cancer and industrial accidents 

The book suffers from the weakness of any 
large textbook produced by one author but there 
is ample compensation for this since the reader 
is enabled to see occupational disease through 


the eyes of a general physician of standing who 


has made this field his hobby. The book 

protuse ly illustrated and as well as providing a 
standard book of reference the biblhography 
given in each section ts full and suthoritative t 


yrovides a delightful book in which to browse It 
- 
widely read wherever 


should find 1 


should certainly b 


is taught and vay into 


of all 


medicine 
the hbrary physicians and practitioners 


interested in the way spend their working 


mer 


hours 


High Blood Pressure By (;EORGI Wuitt 
PICKERING, M.D., F.R.c.P. London: J. & 
A. Churchill Ltd., 1955. Pp 


547. Illustrations 106. Price 65s 


vill and 


AN authoritative review and assessment of our 


present understanding of high blood pre 


urgently required Professor Pickeru gy has ni Tel 


a valiant attempt to fill this gap but, it must be 


confessed, he has not quite made the grade \ 
tremendous amount of information packed 
into this volurne. but there no master plan 
The author gives the impression that he has not 
been able to mak up hi mind whether his 
main purpose is to debunk currently held 
clinical views or to propound Ris own hypoth e818 
as to the definition, etiology and clinical course 
of high blood pressure. Debunking may be a 
salutary process, particularly for clinicians, but 
it is a dangerous one on this scale. No-one in 
authority is justified in demolishing currently 
held theories unless he is prepared to replace 
them with a concise, well-argued and we 

documented hypothesis It i m this latter 
respect that Professor Pickering has failed. He 
has allowed his enthusiasm for these Churchilliar 
damned dots’ to run away with him to such 
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an t that | ave uw clinical reader Saskatchewar h mepitals and surves his 
bewildered it 2 to where ‘ eagues on tuberculous fam H t 
precisely he ' the present moment t pleasing to find that the predisposing huUses 
lealing with } } ' e patients th may have be« responsible for r " 
Th how ‘ ' ‘ fatiure It pro : atent liscasc 7O4 CaScs ar enu ated 
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woolly ide wt ‘ een propagated of f ws, and the ‘ compicted by apper 
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th al held No general physiciar slating the tot r su ; 
cardiologist ' fford ¢t gnore this book here ' Huat b at ' i ndex 
It may we r? nr ' t will make hin 
think. And e hard thinking that The Tubercle in the Pulmonary 
Lesion of Man. By Groret ( ANFTTI 


required at the pre ' nt on this problen 
' “.p. New York: Springer Publishing 


herefor f high blood 


{ the vt 
pre od Co. Ine London Intersc e Pub 
hers Ltd ross. Py ‘ ind 226 
Studies in Tuberculosis. By R. G. FerGcuson, Figures 48. Price 64 
M loront Us ersity of ‘Toronto I ‘ sith for ' 
Press Londot Geoffrey Cumberlegs Englist t 4 lel ' und 
19ss Pp x 1 124. Price 5 u estimatior nm whict 
Boor t be rough divided gauged by u . guist eve 
into tw gt which the auth . rica wt i ‘ ! Dr 
< ects a rg number { unport ‘ . tT t i 
+} ’ " = ‘ ; 
nt contr sbject and then r . ’ b 
’ , , ‘ , i those that ‘ ” th ) 
pring enti i th long and . : 
pract itl write who expr vine rt | : 
ar nm Da ' eT nal observation nd . ' ’ . at . 
pr mged carefu tud Dr. Fergusor book U ode r" . ker 
belongs to ti ‘ i group, and, as Dr. N. I in tubs . tur histor rf 
McKint the foreword, the author the necrot . s. B ' now ‘ 
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populat t tubercul s ef resting tf ' : rf ‘ ‘ 
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pe it that up tor has beer eu ' Me ne with whic 
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tector with acquired re tance r work ‘ whic 
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medical disorders (such as 


aoftic incompetence, 


of some common 
cardiac failure, pain in the 
chest, jaundice, fever of obscure origin, hepato 
megaly and 


sequently 


ascites), each of which is sub 


illustrated by a number of case 
histories presented in the form of a clinico- 
pathological The 


differential diagnosis suffer from a failure to 


conference sections on 
emphasize that the common conditions are the 


most common, and also from a desire for 
completeness and thoroughness which detracts 
from and belittles the value of clinical acumen 
and experience. Thus, in the comprehensive list 
of the causes of ascites the first heading is 
infection of the peritoneal cavity, and the first 
subheading under this is ‘secondary to ruptur 
of a hollow viscus (appendicitis, peptic ulcer, 
diverticulitis and empyema of the gall-bladder)’ 
Similarly, under the causes of systemic hyper- 
tension, essential hypertension is listed as the 
sixteenth item after such rarities as congenital 
defects in the renal circulation 


The 


presented 


case histories are interesting and 


They 
American 


with enthusiasm carry the 


stamp of present-day medical prac- 


tice——-logical thinking, thoroughness and a 


reliance on laboratory investigations 

he book will be of interest to the physician 
and registrar and to the more esoteric general 
have 
trees \ 


the last 


practitioner: the average student will 


difficulty in secing the wood for the 


final touch of interest is contained in 
chapter where eleven case histories are presented 
make his own 


as unknowns for the reader to 


analysis and diagnosis 


Normal Labor. By 
M.D. Springfield, 
Thomas; Oxford: Blackwell 
Publications, 1955. Pp. xiii and 
Illustrations 4. Price 30s. 

In the first half of this monograph the author, 

who 


CALKINS, 
Charles C 
Scientific 
128. 


LEROY \ 
Illinois: 


has made a study of normal labour for 
many years, gives his conception of the pheno- 
mena of labour and his views on some aspects 
In the second half there are 
reprinted from various journals seven papers he 
has different 
obstetrical societies. Some of the views expressed 
little pec uliar For 


example, he considers that post partum exer 


of its management 


delivered on these subjects to 


are, to say the least, a 
cises are best not employed until four to six 
that the 
a cervical erosion at six weeks post-partum is 


weeks after delivery; and presence of 
definite evidence of failure on the part of the 
patient to observe two weeks of inactivity on 
returning home from hospital. In the reviewer's 
opinion this book is not a very reliable guide 


PRACTITIONER 


and the likely 


to regard it with impatience 


for the inexperienced expert is 


Fevers By 
SAMUEI 


Prolonged and Perplexing 
Cuester S. Keerer, M.D., and 
E. Learp, m.p. Boston: Little, Brown & 
Co.; London: J. & A. Churchill Ltd 
1955. Pp. xiv and 248. Price 42s 

Tus book is virtually 

call P.U.O 


re gulation 


in encyclopedia on what 
Part | deals 
; 


includes a 


we generally with 


temperature and short 


review of the usual diagnostic tests. In part I! 
which takes up four-fifths of the book, numerous 


The 


an infection (espe sally 


‘fevers’ are considered in detail cause 6 


often a common one 


tuber ulosis) a turnmour or a blood dyscrasia 


presenting in an unusual way Brucellosis 


occupies less space than one would have 


Some very rare 
vuld 
There are many 


This book 1s 
faced 


expected in an American book 


syndromes are included but no mention c 
be found of cat-scratch fever 
case histories and 226 references 


certainly one which physicians with an 


obscure fever will wish to consult. It ts a mune 


ot information 


1 Psychosomatu Approach to Medicine. By 
DesMonpD O' NBILL, M.D., M.R.C.P., D.P.M 
London: Pitman Medical Publishing Co 
Ltd.; 1955. Pp. vii and 196. Price 253s 

THe pleasant way of learning a language is to 
begin by speaking it and to leave the grammar to 
be learned later. Strict educationalists who dis 
approve of this approach as unsound might hold 
On the other hand 


the same view of this book 


the ordinary reader will welcome it. It begins by 
discussing the proper approach to a patient as a 
whole human being and not just the possessor of 
a disease, and goes on with illustrations, experi 


mental and clinical, of how stress reacts on the 


anecdotal 


of dis 


body and the mind. An attractive 


approach 1s employed, and the histories 


orders commonly encountered in practice, in 
which psychological factors predominate, are 
interpreted and used as examples of the effects 
book unfolds 
rudiments of psycho 


into the dis 


of stress. It is only later on as the 
that one realizes that the 
pathology are quietly slipping 
The 


attention to the 


cussion. author is helpful in drawing 
effect that the 


reactions of the doctor himself may have on the 


psychological 
value of the therapy he is attempting and, as a 
believer in proving the pudding, he makes no 
extravagant claims for the various forms of 
treatment which he discusses 

This is a pleasant and casy book to read and 
although some of the interpretations may seem 
newly qualified 


rather oversimplified, the 
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sudden death last December. This edition has 
been thoroughly revised and brought up to date 
but, as in previous editions, the reader has the 
assurance that no new remedies have been 
introduced without having been carefully sifted 
in practice by the author. This edition is indeed 
a worthy memorial to a great dermatologist and, 


through it, his influence on the practice of 
dermatology will persist for many years to come 
He is indeed a foolish practitioner who has not 
this book by his side whenever he is dealing with 
a patient with some disorder of the skin 
Medicine, edited by 
A.C. fourth edition 
6d.) This is a 


remarkably comprehensive multiple-author text 


Fundamentals of Internal 
W. M. Yater, A.s., 


(Staples 


M.D I 


Press Ltd " O45 


book, packed from cover to cover with concise 


information, including 


chapters on the eye, the ear, dermatology, 


and detailed practical 


dietetics and various special forms of treatment 


It is up to date, but contains much clinical 


sometimes of a rather unexpectedly 


kind 


there are some readable 


wisdom 
conservative Although mainly a work of 
reterence sections such 


excellent one on ‘common errors in 


T he 


occasionally 


as an 


psychotherapy English is clear, some 


tele graphic e.g 
that 


times terse and 


under disseminated lupus ‘cardiac signs 


occur at times are systolic murmur, gallop 


rhythm and low voltage’. In the chapter of 


practical advice to young physicians we read 


that “The suit should be free from wrinkles 


ties and socks colourful but not flashy shirt 
leeves are taboo 
Candidates for Harley 
book should be useful to Membership examiners 


except in very hot weather’ 
street, ple ase note! This 
wishing to look up the answers to each other's 


yuestions and an be recommended to post- 


graduates in arch of a comprehensive modern 
rhere is perhaps rather too 


British 


American textbooh 


much detail for the average under- 


graduate 

Titus’ The Mana 
revised by J]. Robert Willson, m.p., m.s., fifth 
Henry 6d.) This 


book, originally published in 1937, now appear$ 


ment of Obstetric Dujiculties, 


edition Kimpton o2s 
in its fifth edition and can therefore be regarded 
standard American works on the 
death of 
vised by Professor Willson and in spite 
(140 


more 


as one of the 


subject. Since the Paul Titus it has 


been r 


of some weight reduction pages), the 


reorganization has made it logical in 


layout and has afforded the chance of keeping it 


well up to date. During the years British and 


American practice have approximated more 


to each other with the discarding of older 


techniques, and with the common application 


of lessons learned in the prophylaxis and treat- 
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ment of shock and haemorrhage. In genera! 
therefore this book could be studied by readers 
on either side of the Atlantic without any feeling 
there 
this 

for example 


of strangeness. Of course, are certain 
differences of emphasis. In 
interesting to note that, 
episiotomy is mentioned in the text in regard to 
breech delivery it is not featured in the illus 


hvdrostatx 


respect it is 


whilst 


trations of this section, whereas a 


bag is given publicity by a picture showing its 
possible use in breech labour although in th 
text it is stated rarely to be used 

The 
before, and like many modern works it includes 
well-chosen bibliographies. The British 1 


will be glad to note that Professor Willson gives 


book is as beautifully produced as 


ader 


very fair representation to our own literature 


Harold 5S 


Textbook of Healthful Living, by 
Diehl, in its fifth edition (McGraw Hill Pub 
lishing Co. Inc., ross, 455.) deals in a plain 
and straightforward way with the physiology of 
health health 
health of the The 


principles and avoids so far as p 


with community and Ww 


individual author 


basic 


discussions on disease. Some of the chapt« 


obviously written for American readers 


apply to 


hazards de scribed do not 
The i 


used 1s 
c xpre ssions 


many of the 


this country language simpi 


and technical when necessary 


correctly and succinctly interpreted 

book will therefore appe al to all sections of th 
community who are imbued with what has been 
described as Divine curtosit It is beautifully 


produced and the illustrations and diagram 


though few in number, are clear 


Altogether this is an ex« 
’ 


understood 


which should have a wide appea 


Notes on Mental Deficiency, by J. |! 


L.R.C.P. & §.1., D.P.H., D.P.M., and 
Heaton-Ward, M.B., 
Wright & Sons Ltd.) 
little 
arrangement 


p.P.M.. third editior 


This concise and 


retains its original format 


The 


with the 


work 
text is lucid and up-to 
yet compared first edition it 
increased in bulk by only five pages. It co 
the main points of the clinical recognition 
mental deficiency and gives reliable guidance 

legal and administrative aspects of the ascertair 
ment, disposal and care of patients. This is a 
most useful pocket-size guide for all those who 
have part of the 


field of mental deficiency 


practical dealings with any 


The contents of the November issue, w 
i symposium on “Cortisone and Cort 


found on page cxx at the end of the advertis 





Notes and Preparations, see pegc 
Fifty Years Ago, see page 53! 
Motoring Notes see page 
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“ONE MOMENT PLEASE, DOCTOR 


a eee, 





It’s sometimes difficult to make the mother of a 
family look after herself, but once she has sam- 
pled Ribena she will usually spare herself the 
time to take it daily. 


First developed on a large scale to prevent 

Vitamin C deficiency during the war, Ribena 
s now recommended by doctors for a variety of 
conditions. Ribena contains “pure blackcurrant 
juice, one of the richest sources of Vitamin C 
Its content of glucose and fruit sugar comes 
from the same natural source, while its added 
cane sugar makes it acceptable to all palates. 


If you would like a sample bottle of Ribena, 
7 and a copy of our brochure “ Blackcurrant Juice 
in Modern Therapy”, please write to the Medical 
Dept. F/9o, H. W. Carter & Co. Ltd., The Royal 


Forest Factory, Coleford, Glos. 


Ribene contains not less than 45 actua! black 
current juice, one of the richest sources of 


1 
neturel Vitamin C. with notural glucose ond Ribend 
fruit suger, sweetened with cone suger 





- 


= 
Pegi secret is to | ast 
take Ribena daily 


THE BLACKCURRANT JUICE VITAMIN C HEALTH DRINK 
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NEW DEVELOPMENT IN ANTICHOLINERGIC THERAPY 


Antrenyl ‘Duplex’ 


1 SINGLE tal th TWO PHASES of activit 





DIAGRAMMATIC REPRESENTATION 


INITIAL DOSE OF 
— Smg. ANTRENYL 
LE 

y SECOND DOSE OF 
( im) 5 mg. ANTRENYL 
’ ( A WITHIN ENTERIC 
- 
: mc 


COATING 


Two <> tablets daily provide four spaced 


doses for the relief of gastro-intestinal pain, partioularty 


nocturnal pain in peptic ulcer 


Antreny! Syrup now available. Bottles of 100 c.cm 


C IBA 


a-dieth ryl-a-phenylglycollate methobromide. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX, ENGLAND 


7 


7 phone. Horsham 234 j gram Flor sham 
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Health and Hygiene, 28 Portland Place, London, 
The subject of 
Environmental factors affect- 


W.1, on October 18, at 5 p.m 
the lecture will be 
ing comfort, health, and working capacity’ 


TUBERCULOSIS AND THE FAMILY 
DOCTOR 
Tue Tuberculosis 


arranged an intensive postgraduate course for 


Educational Institute has 


general practitioners on “Tuberculosis and the 
family doctor , to be held at the Royal Be rkshire 
Hospital, Reading, and Peppard Chest Hospital, 
The fee 
35s. Further details can be obtained from the 


October 22 and 23 for the course 


Educational Institute, Tavistock 


North, ‘Tavistock 


luberculosis 
Hiouse London, 


Ww. ! 


square, 


ST. THOMAS'’S HOSPITAI 
In the annual report for 1954-55 of St. Thomas's 
Hospital, it is claimed that the hospital is the 
first to introduce the ‘magnetic call system’. By 
the use of this system it is possible to get in touch 
of the 
receiver which he 
Another innovation 
the installation of a pneumatic delivery system 


th any doctor in any part hospital 


hrough signals on a small 


irriec in his breast pocket 


for the transport of medical notes and x-rays 
etween the medical records department and 
The 


installation 


the casualty and outpatient departments 


tem has been approved for 
throughout the hospital when it is reconstructed 
which is to 


yume from the hospital's endowment fund, it 1s 


\t a cost of £15,600, {10,000 of 


proposed to furnish every 
with 


Somerset Maugham 


bed in the hospital 
that Mr 


Thomas's man, 


curtains. It is also reported 


an old St 


as presented 


» complete set of his works to the 


hospital 


THE G.P. AND THE HEALTH SERVICII 
IN a recent speech at the annual meeting of the 
Edinburgh Social Service, Mr 
H. R. Smith, Secretary, Department of Health 
for Scotland, made a plea for the 
general practitioner in the 
National Health Service 


Council f 


closer 
coordination of the 
‘Not only is the family 
doctor a busy man’, he pointed out, ‘but often 
the first he knows of a particular case is when it 
is brought to his notice in his surgery or by an 
emergency call, and it may then be too late for 
preventive work. He should, however, be not 
only an agent for treating disease, but the man 
to whom a patient or a relatives 
naturally turn for help and advice in obtaining 
any of the health, welfare or voluntary services 
that can be provided 


patient's 


Coordination is the key to this problem, so 


that everybody who plays any part in the health 
and welfare may know what 
facilities are available in any other part of the 
field. ‘Twenty-five 
mittees have been set up in Scotland, made up 


services other 


local coordinating com 
of representatives of the hospital service, local 
authorities and executive councils. Some of these 
have done, and continue to do, good work, but 
others have that 
rather than having formal committees with a 


been less active; it may be 


wide general remit, it would sometimes be 
better to form small ad hoc committees to meet 
specific problems as they arise; for there is no 
that different 


widely, and what might be appropriate in, say, 


doubt conditions in areas vary 


an industrial centre would not be suitable in a 
rural 
workers could be represented, and they would 


area. On such committees voluntary 
be a meeting place where general practitioners 
could tell where 


help was available’ 


need existed and learn what 


CAUSES OF 


PROVISIONAI 


DEATH IN 


issued by the 


1954 
Registrar 

General of the causes of death in England and 

Wales in that 


infectious diseases declined to record low figures 


hgures 


1954 show deaths from severa 


including tuberculosis (7,898), diphtheria (9 
whooping-cough (139), and measles (50). On the 
other hand, the 


sh« yw ed a 


main causes of death whicl 


continuing tendency to increase u 


carcinoma of the lung, leukemia 
affecting the 


heart disease, hs 


1954 were 


vascular lesions central nervous 


system, coronary pertensior 


motor vehicle accidents, accidental poisoning 


accidental falls, and suicide 
BERWICKSHIRE LEADS 

Ar long last there is a county in the | 

Kingdom, in which all registered producers 


nited 
certified 


Berwick 


licensed for the sale of 
This is 


congratulated on its 


milk are now 
or ‘tuberculin tested’ grade 
been 


shire, which has 


achievement by the Secretary of State for 


Scotland 


MILKMEN’S ORANGI 
Tue ascorbic acid content of the 


DRINKS 

orange drinks 
sold by milk roundsmen has been investigated 
by R. M. Forrester (West London Medical 
Journal, 1955, 60, 119). He found that in six 
samples obtained from six dairies the ascorbic 
acid content per bottle (4 pint) ranged from 1.3 
to 6.1 mg. He compared this with the ascorbu 
acid content of the Ministry of Food concen 
trated orange juice, which costs sd. per 6-ounc« 
bottle, and found this to contain 44 to 60 mg 


per ounce. As a further comparison he analysed 


CONTINUED ON PAGE S29 
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Non-Gonococeal Urethritis 
and 


Terramycin 


Current antibiotics were compared in nearly 1,000 
cases of non-Gonococcal Urethritis at a London 


Urological Centre.’ 


In the first section of the trial a success-rate of 86 
was obtained with Terramycin—the highest success 


rate by a clear 23 


To verify such a dramatic result the series was 
extended. Random selection of cases and application 
of the chi-squared test then showed a true success-rate 
of 87°%, for Terramycin—a lead of 28°, over the other 


intibiotics. 


|. Brit. J. vener. Dis., 1953, 29, 134 


‘Terramycin : 


BRAND OF OXYTETRACYCLINE 


WORLD'S LARGES TPRODUCER of ANTIBIOTICS 


PFIZER LIMITED POLKESTONE, KENT 


Te Folke we S771 


*Trade Mark Chas. Phoer & ¢ rN 
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ETHIOPIAN 
AMULET 





Depicted in this ancient drawing ts the 
Cross of the Divine Face. To the leftisa 





cross drawn on a cross-shaped back- 
ground. Below are 15 panels of 4 eyes, 
pairs of eyes and crosses. This amulet 
was regarded as a very special protection 


against attacks of the Evil Eye 
—— 


GS IS. 
Mi NNSA! 
MWNVVEVAN Be} 


NOW, Abbott's selective acting antibiotic zr yYTHROCIN is prescribed 





for specific therapy against cocci infections. It is less likely to alter 
normal intestinal flora than most other widely used antibiotics; 
gastrointestinal disturbances are rare; no serious side effects reported 
ERYTHROCIN Filmtad coating provides faster drug absorption and 
earlier blood levels. Thus your patient has high blood concentrations 

of ERYTHROCIN within 2 hours. Peak levels at 4 hours and significant 
concentrations for 8 hours. Consider ERYTHROCIN against 
staphylococci, streptococci and pneumococci even when patients 

are allergic to other antibiotics or when the organism is resistant 
ERYTHROCIN 100 and 200 mg. Filmtabs are available in bottles of 25 and 100 


For children 60 cc. bottles of ready-to-use Oral Suspension 


R Oo Cc l N (BRYTHROMYCIN STEARATE ABBOTT 
Oftott 





ABBOTT LABORATORIES LTD  PERIVALE - GREENFORD - MIDDLESEX 
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the ascorbix juice obtained 


from oranges boug P tail shops m Mar 

chester, and tou that the cor acid content 

per orange rar He pub 

I ta h r hov ‘ ascorbic acid 
milkmen’s 

orange ar! 

concentrate 73 8 est rang and 

mg. as pure @ in another 

ay, this vitamin ( 


losage Ce Pp ied : trom 6 to I 


K using Minuistr 


PENICII 
[we first per 
has ju 
which 
vears 


worth 


> FOR BABY 


at rriiik 
r than, it 
Times, and 
yf the Muar 
are running @ 
ma Dre iM ’ 
ued tree Ise t 


Ministry of I 


PREPAR ATIONS 


change. Originally preference was shown 
strained fruits and vegetables, but the emphasis 
on the strained meats, babies often being 


is now 


started on these at the age of four m mths 


VITAMIN SALES IN THE UNITED 
STATES 
sales mm tix 
on > ncres 
yunted for pract 


d by h »spitals with ¢ 


rs OF Lil 


AND ITS LANG‘ AGI 
pr rron ot ersor at 








THE 


radiology, physical 
This volume maintains 
Mayo Clinic 


an essential reference 


central nervous system 
medicine and anzsthesia 
the high standard of 
Foundation 
book for medica! libraries 


linician. (W. B 


the and 


and is not only 
but equally for the 


Saunders Co., price 


individual 
S7s 6d.) 


Modell, 


im- 


1955, by Walter 


account of the 


Drugs in Current Use 


presents a useful, concise 


»ortant pharmacological characteristics of most 
} 


of the common drugs now in use in medical 


practice. The drugs are listed in alphabetical 


order and in each case the mode of admunistra- 


actions 


of the 


therapeutic and toxic 


of the drug are listed, 
physical properties and preparations in common 
\ number of therapeutic groups of drugs 


tion absorption 


together with a note 


usage 


is also listed, the selection being wisely confined 


to those in general use: the number of mixtures 
included has been reduced to a minimum 


lhe 


election of drugs 


editor 1s to be congratulated on his wise 


and the publishe rs on their 


of such a useful pocket guide at such 


productior 


reasonable price. (Springer Publishing Co 


price 15s 


W atts, 
author's 

North 
Normandy 
He 
Thomas's in 1938 
Muitchiner, 
The 


chief's pert 


eut.-Col. J]. (¢ 
describes the 
the Western 
Italian 
nding, the Rhine cros 
ed the R.A.M.C. from St 


the recommendation of P. H 


it I 


experience Desert 


Africa, the landings, the 


sing, and Korea 


hous was at the time 


has much of his f 


surgeon he 
rmer 


rue, but unfortunately he has not decided 


whether he is writing a book of wartime remin- 


elementary hand- 


When he 


has many 


iscences for the layman or ar 


book on war surgery for the novitiate 


rmer he a good 


Allen & Unwin Lid 


concentrates on the fi 


Cceorge price 


Hygiene of 
Technical 


/LO/WHO Committee on the 
Second Report, W.H.O 
Report Series N )2, deals with medical advice 


by radio 


Joint 
Seafarers 


to ships at sea, the examination of sea- 


detect tuberculosis, ships’ medicine 


and 


farers to 


venereal disease seamen 


Office, 


chests, among 


(H.M., Stations ry price Is od.) 


Alcohol W.H.O 
Report Series No. 94, is the report of an expert 


and Licoholism Technical 


committee on the subject. It is an admirably 
concise review of the problem and deals with such 
for alcohol, 


alcohol amnesia, and a 


aspects of the subject as craving 


withdrawal symptoms, 
disorders heavy 


classification of induced by 


drinking. (H.M. Stationery Office, price 1s. od.) 


PRACTITIONER 


Thrombose und Embolie, edited by Prof. Dr 
T. Koller and Dr. W. R. Merz, comprises the 
proceedings of the First Con- 
ference on Problems of Blood Coagulation and 
Thrombosis, which was held at Basle in 1954 
It contains reports of some 260 papers presented 
English, 


International 


at the Conference These are in 


French, or German, about 70 of them being in 
English, but every paper is summarized in all 
Reference is facilitated by a |! 

inde xX In 


three languages 
of contents, and by a comprehensive 
the three languages. The range of topics covered 
is wide, embracing both the clinical and labora 
the subject. As a source of 
book should therefore 


(Benno Schwabe & Co., price 


tory aspects of 


this have 4 


reference 
wide appeal 
Sw. Fr. 76.) 

in Introduction to Mental Measurement and its 
ipplications by C. A. Richardson, c.8., M.A., 1s 
a brief and readable description of the subject 
It is related to the problems of selecting pupils 
at the for grammar, technical and 
secondary-modern 


ways in which pressure upon children to pass 


age of 11 
schools. It describes the 
may produce less success 


difficulties 


examinations 
It outlines 


these 
than 


vocational 


about 


that 


is he yped 


guidance, and emphasizes 
analysis may explain why some fail, rather thar 
how they The 
the chapters on the mathematics of mean and 


factor-analysis 


could succeed reviewer found 


standard deviations and those 
other alarming terms which creep into books of 
this type, to be the clearest expositions of those 
subjects he has met 


Ltd., 6d.) 


(Longmans Green & Co 


price 5s 


OFFICIAL NOTICI 
PETHIDINI 
ue Ministry of Health has been asked by the 
World Health bring to the 
attention of the medical profession the 
Drugs l table 
of the addi 


Organization to 


views 


its Expert Committee on 


Produce Addiction, on the dangers 


tion potentiality of pethidine, need for 


The 


an imp rtant 


and the 
the same care in its use as with morphine 
Expert Committee considers that 
factor in the development of pethidine addiction 
has been the attitude of physicians towards the 


drug, based upon the widespread belief that it is 
less dangerous in this respect than morphine 
The Expert Committee is convinced that ex- 


perience with the drug both in experiments and 


in clinical practice is contrary to this belief; the 
Expert Committee is of the opinion that pethi- 
dine is as dangerous as morphine as a potential 
addicting agent, that its use should be under 
taken only with full realization of this danger 
and that its administration should be approached 
with the same attitude and attended by the same 


precautions as are recognized for morphine 
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The ability of AnTANt 


wighten the mind in Parkirisonism has been amply evidenced 


al « 
general practice ARTANE exerts a marked antispasmodic effect which relaxes spas 
scles and, indirectly, aids co-ordination. Al the same tim duces a a 
erebra mulation and thereby combats the depression so characteristic of Parkinsonism 
It decreases sialorrhoea with littl or no accompanying oral dryness Its w toxk at 
clative freedor side-reactions make ARTANE eminently safe for young and 
«¢ ambulator and the infirm, the hypertensive, the cardiac and the nephrit 


ARTANE 


* Regd. Trade-Mark 


TRIMEX YPHENIDYL 


promises most in Parkinsonism 


TABLETS: 2 mg. and 5 mg. Bottles of 100 and 1,000 


ELIXIR 2 mg. dec. 16 A. oc. bottles 


LEDERLE LABORATORIES DIVISION 
(yanamid [poducts Lid wesn HOUSE LONDON: WA TEMPLE BAR M& 
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SERENITY 


in the 


menopause .. . 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance, give rapid relief in the simplest and 


most economic way. 


dosage : |-2 tablets daily, 


OESTROGEN-ANODROGEN SYNERGY 


f crysta © ethinyloestrad 
B.P. and 36 mg. of crysta 


methy' testosterone B.P des 


Literature and sample on request. of 25 and bottles of 100 





LABORATORIES LIMITED 


FRETTENHAM HOUSE LANCASTER PLACE * LONDON w.c.2 


Telephone : TEMple Bar 6785/6/7, 025! Telegrams Menformon, Rand, London 
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Fifty Bears Ago 


Is it well with the child?’ iK 
OCTOBER 106 


Tue October 1 nt { The Practitioner They all are scientifically correct, their chen 


is devoted entire pediatrics, and ‘Notes by composition 1s excellent but they al 


the Way’ under t veading “The Slaughter of failures at times and the infant stome 


the Innocents’ discusses infant mortality in superior to chemica 
outspoken terms he terrible waste of infant M.D., F.R.C.P Physician to th Belgrave 


formule’. Edmund Cau 


life, has, of cours« ng been known to medical Hospital for Children, concludes h 
practitioners, but it is only recently. that any The Artificial Feeding of Infants’ by stating that 
serious anxiety on the subject has been aroused leath-dealing condensed milks and proprietary 
in the public mind. But a few years ago we were oods’ are absolutely unnecessary for the normal 
wont to hug with Pharisaic self-complacency the 
fond delusion that we were not even as those 
Frenchmen whom the supposed teachings of the 
Gospel according t Malthus were leading 
slowly but surely to national destruction. ‘The 
abounding fertility of our race was our constant 
boast, and in expansive moments we gave 
utterance to the be ¥: re Mission given us 
by providence was to people the earth and enjoy 
the fulness thereof. From this vainglorious 
dream we have been rudely awakened by the 
cry of alarm raised by students of vital statistics 
It has been disco d that our birth rate is 
seriously and steadily declining The chiet 
cause of infant mortality is not to be found w 
frailty of constitution. The plain truth is that the 
great majority of infants are killed by wrong 
feeding. Artificial foods of one kind or another 
have largely taken x¢ place of the mother’s 
milk, which the natural nourishment of the 
infant The of women of the 
upper cla nd t yf the struggle for 
existence amor se « wer, have, how- 
substitutes for mother's 
a necessary evil’ T he 
pe that this number of 
The Practition li b i ‘a help to the 
genera ’ toner 1 daily struggle t Phot 
prevent the iF n nnocents, and @ or i M.D 
contribution « " to the solution of the (1880-1949) 
yroblem of ng umportance to the stabulit 
of our Empire | i re of our race far admits that ‘there are ases of 
Che opening : : ygiene of the Mother : im v ch the are valuable, when used 
the Birth of her Child’, is contributed by i j t by those who thoroughly 
W. Ballantyne, M.D.,. F.R.C.P.Ex F.R.S.I ind tand : tt mufant feeding 
Physician to the Roval Maternity and Sin psor ar . these var 
Memorial Hospital, Edinburgh. M. Handfield iden milk, « yrnietary foods which 
Jones, M.D., F.R.C.P., Obstetric Physician 1 nay no asionally | f value, if used with as 
Mary's Hospita ‘ discussing ‘Sore ul app 1g f their mpositior 
nts regarding ti lother’s Milk in the nd, therefore f the con 


Early Weeks t : fe’, writes of the 110 ‘ which thev are suitable writes 


humanized n some the large dairies M.D., F.R.C.P Assistant 
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Physician for Diseases of Children, King’s 
College Hospital, in his communication ‘On 
the Use and Abuse of Condensed Milk and 
Patent Foods in Infant-Feeding’. ‘Unfortunately 
it is just this knowledge which is necessarily 
lacking in the non-medical public, and so long 
as any and every enterprising spec ulator can 
milk, or his 
indiscriminate use by the 


advertise his condensed infant’s 
food, for 


long will a vast amount of needless misery and 


laity, so 


suffering be inflicted upon infants 
G. F. McCleary, M.D., D.P.H., M.O.H. for 
Battersea, describes “The Municipal Feeding of 
Leonard Robinson, M.D., 
Hertford British Hospital, 
Paris, deals with philanthropi 


Infants’, and 
Physician to the 
organization in 
France to fight the evils 
infants. Arthur 
M Y) H for 
from the 
mortality; G. A 
Physician to 


of improper feeding of 
M.D., F.R.C.P 
presents a _ statistical 
health 
infantile Sutherland 
F.R.C.P., Paddington 
Children’s Hospital, writes on ‘Infantile Diar- 
rheea’; and John Thomson, M.D., F.R.C.P.Ep., 
Physician to the Royal Sick 
Children, Edinburgh, takes as his subject ‘On 


Newsholme, 
Brighton, 
standpoint, of 
M.D.., 


Green 


study, public 


Hospital for 


Convulsions in Early Infancy’. 

Major Greenwood, M.D., LL.B., Public 
Vaccinator, St. Leonard, Shoreditch, does not 
mince words in his 
l'reatment, and Conditions of the Infant, which 
Preclude it being Done’ 


article ‘Vaccination, its 


“To vaccinate in one 


place only—as is too often done—serves but to 


PRACTITIONER 


bring the whole practice into 
Experience has abundantly shown that no real 
protection is afforded by such a vaccination, and 
it is far better to refuse to operate than be 
guilty of an act that cannot be defended. If a fee 
is accepted, it is a fraud, for it is being paid for 
what is recognized to be valueless, and if not, 
it is assisting in an evasion of the law, which is 
particularly 
profession largely responsible for legislation on 
this subject it is difficult to think charitably 
of one, who is a believer in the practice, and 


contempt 


unbecoming in a member of a 


yet willing to vaccinate in a manner utterly at 
variance with the teaching of all authorities on 
the subject’. One of the most colourful medical 
personalities of recent times, Major Greenwood 

his unusual Christian name was often a source 
trained at the London Hospital 
and at University College, London, and early in 


of confusion 


his career acquired a reputation as a medical 
statistician and epidemiologist. In 1927, he was 
appointed to the chair of epidemiology and vital 
statistics at the London School of Hygiene and 
l'ropical Medicine 

Other 
infantile 


articles in this number deal with 


scurvy, infantile atrophy, disorders 
associated with primary dentition, diseases of the 
eye in infants, and diseases of the skin of the 
young child, and some notes are appended on 
‘Some of the Best Books on the Diseases of 
Children’. 


W. R. B 
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Independent, unbiased advice— 


the keynote of the M.1.A. service on all (INSURANCE problems 
LIFE, PENSION, SICKNESS, MOTOR, HOUSEHOLD, EDUCATION 


All profits to Medical and Dental Charities 


Financial assistance is also obtainable by way of LOANS for the purchase of 
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ACHROMYCIN 
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Give you wider choice in prescribing 


Here are three new presentations of ACHROMYCIN enabling yo 


choose precisely the preparation best suited to the patient's needs 


: tibwot * due t vera 


The growing popularity of this outstanding an 


merits — not the least of which are its unsurpassed ar 


ts. Today there is a f 


and its remarkable freedom from side effe 


ACHROMYCIN to meet every prescription requirement 


@ Acuromycin Troches, 15 mg. Provide rapid and effective 
control of bacterial infections of the throat 
and mouth. Bottles of 2 
@ Actromyciw Ophthalmic Sterilized, 25 mg 
r structures of 


To arrest infection in the conjunctiva and deepe: 
the eye; and to prevent infection im traumatic and 


surgical injury. Vial of powder with sterilized dropper + 


3 AcHROMYCIN Syrup, 125 mg./5ec. Ideally suitable for childrer 


convalescents and others unwilling or unable to take 


ACHROMYCIN in capsule or tablet form. Borttle of 7 Al 


*Regd Trade Mart 


E Leaerie) LEDERLE LABORATORIES OIVISION 


Cyanamid lhoducts Lid BUSH HOLS! LONDON . ¥.C.2 TEMPLE BAR 4 
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DUNLOP 
TUBELESS 


Yes, 


you leave the nail in and drive on 


Roadside delays and wheel 
changing are virtually things of the past when you change to Dunlop 
Tubeless 


The nail can be extracted and the hole sealed when most 
convenient to you. Dunlop Tubeless give you more mileage, more 
confidence and less trouble because the risk of damage from impact 
or under-inflation is reduced, bursts are almost impossible, puncture 
delays eliminated, and ‘ topping-up’ is needed far less frequently 
[hey cost no more than the ordinary cover and tube and 
available in most popular sizes to fit wheels 16° diameter and 
except wire type)—they can be remoulded too 


are 


| 








MOTORING NOTES 
What is a Good Car? 


By ROBERT NEI! 


AMONG m ts widely differing type there yutside this country are much more willing to 


is almost « ; liscussion regarding th« accept new and advanced designs, particular! 
ar, but much of their if they ar cely to increase the efficiency 


merits of 
argument is ba on f grounds. Naturally their cars. Owing to the ever-increasing c 


the opinions nd jua!l motorists vary cor motoring, which is even more noticeal 


siderably, but al ve saying of the Italian Continent than in Britain, the efforts « 
engineer, ( antin s worth some study. In ' large! be devoted t 
his opinion the bes ir in the world was: ‘that 
which cov © greatest distance in the 
shortest ry I west cost and im the 


greatest afe v pr ling the greates 


comfort 


TH : HE WORLD 
It seerns difficult t 118} this saving but 
ttle thought ws its ideals must 
modified t u lual lo begin wit! 
motorists can | livin » two widely 
lifferent Ds are those who enjo 


notoring : sake, and obtaim cor 
lerable pleasur } ng, but there 

guwer gr r car % mere trans 

f getting rapidly from one 

most enthusiast 

NOTING as a Sf 

accept sore 

vernence in return 

und stability which 

e enjoyed in safety. It 

~ far apart the extremes 

their demands and 

a manufacturer to 

veered that the 


probably plac« 


subject 


confusing 


be persuaded 


a better car 
faster. fF 
x the best car 
ore enthusiast AND WIN RESISTANCI 
the D Type Jaguar < on ‘weight is the enemy, and wi 
Ford Popular must st betacle’ is the motto of an Italia 
rega builders, but it ws becom ne tw 
All m ts t t vat the manu i rinciple of most advanced designer 
i car which will a4 5 or ? consecrvatiar 
has to be remer : " an vartly becaus« 
bow to the wishe ) ‘ s necessarily 


Mar t ' ) ‘ same cflort 





CIV 


weight have not been fully 
country, despite the obvious 
carrying around a mass of unnecessary 
expensive metal, which contributes neither to 
the car's performance nor to the 


accepted in this 
inefficiency of 
and 


passenger's 
comfort 

‘The lighter a car can be built, and the lower 
the resistance it creates by its passage through 
the air, the better can be its performance 
motorists may retort that they are quite satisfied 


Some 


with the performance provided by their present 


car. But they have failed to realize that the less 
weight the engine has to propel and the less 
difficult it is for it to push the car through the 
resisting air, the lower can be the fuel consump- 
tion for a given performance ¢. It may be interest 
ing to remind readers of the difficult tasks the 
car engine has to perform 

power of the 


Wind resistance absorbs the 


engine as the cube of the speed, whilst tractive 
resistance is in direct proportion to the weight of 
the vehicle, and rises rapidly with the speed 
Examples of the way in which weight reduction 
and improvement in the stream-lining can affect 


the performance of a car may be helpful. If one 


as an example a car weighing 27 cwt 
kg.), 


obstructive 


takes 


(1,370 and with bodywork of average 


form, 40 horse power will be 


required to obtain 60 m.p.h., whilst to raise the 


as little as 12 m.p.h. will need an additional 


hp. If the is reduced to 


cwr (760 


weight of the car 


kg.), and at the same time the 


bodywork is streamlined, the speed obtained 
with 4° h.p 


extra 1s h.p 


will rise to 78 m.p.h., whilst the 
will raise the speed to 90 m.p.h. 
It can be seen that 15 h.p. is still required to 
but the increase is 
that 


resistance absorbs the power as the cube of the 


raise the speed by 12 m.p.h., 


at a higher speed. Remembering wind 
speed, it can be appreciated how much has been 
gained 

It is an error to assume that reducing weight 
the maximum 
full 
reach their selected cruising speed, 
hold that 


accelerator 


and wind resistance affects only 


speed There are drivers who usec 


throttle t 


many 


and then ease the accelerator to 


easing of the pedal 


speed. The 
enables the carburettor to run on its economy 
setting, thus cutting down fuel consumption. It 
is obvious that the lighter a car can be built, 


and the less the wind resistance, the more 
quickly will it reach the crujsing speed ; in other 
words, the shorter will be the time the engine is 
throttle. In 
reduction in wind resistance, 
the throttle 


Even those drivers who never use 


on full addition, because of the 
the smaller can be 
opening to maintain the cruising 
full 
and the 
Perhaps 


danger sus 


speed 

throttle 
speed, they require with less throttle 
one of the 
driving is for a driver of limited skill to attempt 


will obtain the acceleration, 


commonest causes of 
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to cover a trip hurriedly with a heavy and 


cumbersome car. 


PURTHER ADVANTAGES OF WEIGHT REDUCTION 
In many ways the best component on most cars 


of normal design is the engine, and ample power 


is developed by the cheapest of flow-production 
engines, but there is room for improvement in 
other departments, in obedience to the belief 
that the easiest way to make a car go properly 
It should not be 
thought that all the benefits of weight reduction 
have been mentioned, as it will also benefit the 


is to remove its existing faults 


road holding. Reduction of weight will reduc« 


rolling on corners, and thus make the car 
inherently safer in emergencies. Tyre wear will 
also be reduced, but one of the most important 
benefits will be the lessening of the work done 
by the brakes. The heavier the car, the 


difficult it is for the brakes to convert into heat 


more 
the energy stored in it, and the easier it is for 
the brakes to become overheated 

As I have explained, the advantage of reduc- 
ing weight is that a car will reach its cruising, or 
maximum, 
better braking will allow the car to be held at its 
cruising speed much longer. This means that 
effort by the 


raised for a 


speed much more and 


quickly, 


without greater driver, average 


speeds can be given journey, 
without danger or physical or mechanical stain 
feel that I have 
performance aspect in this first article, but | 
them that, 


extreme cases, any feature which improves the 


Readers may overstressed the 


would remind except in the most 


performance will almost always improve the« 


car for the mildest of everyday motorists 

A car with limited maximum power can be a 
better car than one with appreciably more 
power, provided it is lighter, better streamlined 
Not only 


to place, but it will achieve that 


and has better brakes will it be faster 


from place 


performance with less mechanical strain. In 


addition, it can be more economical and in 


herently safer and, as the cost price of the 


average car is in proportion to the weight of 


metal in it, it can be produced and sold more 
cheaply 

READERS’ 
Having discussed in this article certain of the 


PROBLEMS 


will go into detail in 
Not 


impartially, 


fundamentals |! greater 


future articles only will new cars be 


described and their performance 
on the road tabulated, but accessories of valuc 
will be reported on. My 
will be devoted to describing those features of 
the forthcoming Motor Show at Earl's Court 
likely to be of the greatest interest to readers of 
The Practitioner. | do not regard the provision 
of a monthly article be-all and end-all 


of my task; readers’ problems will be answered 


next article, however, 


as the 


whenever possible 
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new route \ » 
r salicylate 
therapy 


Algesal balm has only one active 
principle, the newly-synthesised com 
pound, diethylamine salicylate, which 
differs from other salicylates in that it 
is not a counter-irritant nor a rube 


facient 


Diethylamine salicylate has been 
shown the skin in 
significant quantities and this discovery 
has opened up « new route for 


penetrate 


salicylate therapy 


The site of action of salicylates taken 

is still not known for certain 

some authorities suggest that it 

be peripheral, at the site of the 
Percutaneous salicylate therapy 

thus has immense possibilities, and 
Algesal is proving to be a most valuable 





remedy for the relief of local tissue 


pain by inunction 


Algesal fall 
naturally into four groups: rheumatism 


The indications for 


closed inflammatory conditions, pain 
following trauma of different kinds, and 
certain painful conditions of unknown 
aetiology e.2 chilblains and iio 
pathic night cramps 


Algesal is a non-staining white cream 
with a pleasant smell of lavender It 
contains 10 diethylamine salicylate 
in a vanishing cream base specially 


formulated to assist skin penetration 


Samples and literature will gladly be 
sent on request to the manufacturers 
E.G. H. Laboratories Lid., Peru Street 
Adelphi, Salford 3 
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FOR INSOMNIA 


prescribe a new mild hypnotic 


‘NOLUDAR’ 


TRADE MARK BRAND 


Moderately rapid onset of action 
Moderate duration of effect 
Well tolerated 


No ‘hangover’ 


a discovery by 


ROCHE 


‘Noludar’ may also be prescribed as a sedative for patients suffer- 
ing trom anxiety, « ardiac neur¢ SiS, hypertension, nervousness, etc 

‘NOLUDAR’ 2, 4-dioxo-3, 3-diethyl-¢-methy!-piperidine is avail 
able in tablets, 200 mg. in bottles of 100 and 500 ; and for the 


por ket in tins of 10. 


ROCHE PRODUCTS LIMITED 1¢ MANCHESTER SQUARE 
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a and therapeutically reliable 


the ‘Eskacillin’ range provides the simplest answer whenever liquid oral 
penicillin is indicated — whatever the dosage. Selection is easy—in each case 
the number which follows the name ‘ Eskacillin’ equals thousands of 
international units per standard medical teaspoonful’. One word —*‘ Eskacillin’— 


embraces the whole field of liquid oral penicillin therapy 


100 

ESKACILLIN | 200 

1. 1ff. dr.—3-S ml 300 

AN For cost to N.H.S., see latest M. & J. list sent out July, 1955 
SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by Menley & James, Limited, Coidharbour Lane, London, S.E.5. Tel: BRixton 785! 


BCPE < Eskacillin’ is a registered trade mark 
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The key 


to successful 


peptic uleer 


treatment 


NULACIN effectively controls gastric acidity. The value of Nulacin in the treatment of 
peptic ulcer and the prevention of relapse has been confirmed by clinical studies in Great 
Britain, Australia, the U.S.A. and India. Nulacin tablets are palatable and convenient 


arses 4 4 8 
ire! : 


tf mw of oh of ae 2h 2h 28 oe 3b 
. L 2! - 


GASTRIC ANALYSIS Superimpo 


onal 1ést- f five 


Peer. 
ed grue/ 
cases of 


veal curves « 


sal ulcer 


| . 
1 ts Dw 23 


2) 2? a 33 


Toe 
ANALYSIS Same patients as in 
days later. showing the striking 


f sucking Nulacin tablets (3 
return af acidity when 


GASTRIC 
Fig. 1, twee 
neutralizing effect « 
an hour) Note the 

Nudacin is discontinued 


HORLICKS LIMITED 
Pharmaceutical Division 
Slough, Bucks. 


INDICATIONS 
NULACIN tablets are indicated whenever neutralization 
of the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity 

Beginning half-an-hour after food, a NULACIN 
tablet should be placed in the mouth and allowed to 
dissolve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up 
treatment, the suggested dosage is one or two tablets 
between meals 

NULACIN tablets are not advertised to the 
have no B.P. equivalent and may be prescribed on E.( 
The dispensing pack of 25 tablets is free of Purchase Tax 
(Price to pharmacists is 2/-.) Also available in tubes of 12 

NULACIN tablets are prepared from whole milk com 
bined with dextrins and maltose, and incorporate 
Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 
ers.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 
0.5 grs.; Ol. Menth. Pip. q.s. 
NULACIN is available throughout the British 
wealth, in the U.S.A., and many other countries 
as NULACTIN in Canada and Sweden. 
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It is known 





BIBLIOGRAPHY 

The Control of Gastric Acidity 
2, 180-182 

Medica! Treatment of Peptic | 
February 1952, 227, 195-199 
Notes on Remedial Agents. Med. Rev. September 1952, 46, 162 
Discussion on Peptic Ulceration. Proc. Roy. Sec. Med 

May 1953, 46, 354 

The Effect c- Gastric Acidity of “Nulecin™ Tabiets 

Med. J. Aust. 7th November 1953, 2, 823-824 

Control of © «tric Acidity by a New Way of Antacid 
Administra mn. J. Lab. Clin. Med. 1953, 42, 955 

Further Stuses on the Reduction of Gastric Acidity 

Brit. Med. J. 23rd January 1954, 1, 183-184 
Clinical Investigation into the Action of Antacids. The 
Practitioner July 1954, 173, 46 

Management of Peptic Ulceration in Genera 
Med. World December 1954, 81, 591-601 
Ambulatory Continuous Drip Method in the Treatment o 
Peptic Ulcer. Amer. Jour. Dig. Dis. March 1955, 22, 67-7 


Brit. Med. J. 26th July 1952 


leer. Med. Press 27th 


Practice 











~~ 


ANNOUNCEMENTS 


LIL-LETS 


the new vaginal tampon 
without applicator 


A tampon which has been successfully marketed on the Continent 


during the last five years has now become widely accepted in this 


country under the name LIL-LETS. 


Following extensive clinical trials, 


LIL-LETS have the 


won 


support of leading gynecological opinion. Samples will gladly be 


sent to medical practitioners on request. 


LIL-LETS have these main advantages: 


LIL-LETS need no applicator. By 
inserting the tampon with the fingers, 
the risk of bruising is eliminated 

LIL-LETS assist personal hygiene. At 
1/6 for 10 they are so much cheaper than 
other leading tampons that women will 
be encouraged to change them often 
They are easily carried about and easily 


LIL 


disposed of 


A NEPHEW LTD 


gs MIiTA 


LIL-LETS are highly absorbent. They 
absorb 


weight in moisture and swell sideways, 


almost ten times their own 


not lengthways They are, therefore, 
really safe 

LIL-LETS are individually wrapped. 
Each tampon is sealed in a transparent 
cover. There is no risk of soiling of 


infection when it is carried loose 


WETS 
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... the ideal 
prescription 


for the relief of coughs and 
respiratory congestion in 
children and adults. 

TUSANA is a palatable cough 
linctus combining in a 
demulcent base the sedative 
effects of codeine, with the 
properties of cocillana and other 
dependable expectorants. 


TUSANA 


Further information will be gladly sent on request. 


BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM 
$229 
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A New treatment 


for Peptic Ulcer 
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Pra mays» BROMIDE 

rea Nope yh with . 
PHENOBARBITONE / 












SEARLE 


Ethical Pharmaceuticals Pabateeten 
since 1888 Set es 


6.0 SEARLE «co.uro. 


17, Manchester Street yale to teule 1 
London, W.1. 


Telephon » W clbech 1 306 
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—the oral aminophylline 


preparation which ensures 


full therapeutic response 


The efficiency and value of aminophylline therapy has long 
been acknowledged, but difficulties of administration have 
restricted to some extent its use. Though plain aminophylline 
was very effective if a certain blood concentration of the active 
component theophylline had been attained, the oral dosage 
necessary to produce such blood levels often gave rise to 
gastric distress, so that parenteral administration was almost 
unavoidable. ‘Theodrox’ overcomes the disadvantages of con- 
ventional aminophylline therapy. Consisting of aminophylline 
combined with specially prepared aluminium hydroxide, 
*Theodrox’ when given orally enables doses of aminophylline 
to be given which produce blood levels of theophylline 
hitherto only obtainable by patenteral administration. 


For the treatment of Bronchial or Cardiac Asthma; as a 
diuretic in Congestive Heart Failure; as a supplement to 
emergency treatment in Status Asthmaticus; Angina Pectoris. 


, =m is available in bottles of 25, 
100 and 1,000 tablets, each containing 3 gr. of aminophylline 
B.P., and 4 gr. dried aluminium hydroxide 


THEODROX WITH PHENOBARBITONE is also available, 
each tablet containing in addition } gr. phenobarbitone. 


Detailed literature will be gladly sent on request 


RIKER LABORATORIES LIMITED 


touguHbpeorouvuétst Lerc s&s, Enw@e@tano 
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inGH LORAMPH EN ICOL therapy 


I Chloramphenicol cinnamate, a new tasteless d 
rivative of chloramphenicol, which leaves no 
residual bitterness on the tongue after oral 
administration, has been combined with atropine 
res to form Alficetyn Suspension, a palatable prep 
palatability aration which has a wide range of therapeutic 
F activity when given by mouth. Chloramphenicol 
cinnamate is hydrolysed in the alimentary tract 
releasing the parent substance chloramphenicol 
The small dose of atropine is included in the 
formula of Alficetyn Suspension for its 
. spasmolytic effect. It greatly reduces the 
atropine and possibility of gastric intolerance and aids reten 
tion of the antibiotic 


cinnamate and 


gastric intolerance 


Alficetyn Suspension contains in each tea- 
| spoonful (4 c.c.), chloramphenicol cinnamate 
| | equivalent to 125 mg. chloramphenicol B.P., and 


| atropine sulphate 0°032 mg 
ALFICETYN SUSPENSION 
CHLORAMPHENICOL CINNAMATE with ATROPINE 


ALLEN & 


HANBURYS 
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The ox bile salts, sudium taurocholate and 


glycocholate, are present in 4 tablet of Veracolate 
to the ammount of 1.07 grains. The official dose of bile 


salts is 2 to 6 grains, and the recommended dose of 
3 tablets daily therefore places Veracolate in the 
officially recommended therapeutic rang 
Veracolate stimulates the secretory activity 
of the liver and is used in chron 
FORMULA cholecystitis, “‘liverish’’ and “bilious 
Sodium taurocholate attacks, and constipation 
& glycocholate, each 
1.07 or., eat. cascara 
sagrada 100 oF 
phenolphthalein 
0.50 oF oleoresin 
capsicum 0.04 gr. 
PACKING: 
Bottles of 50 & 100 
tablets; bottles of 500 
tablets for dispensa- 
ing purposes only 
at fal nat ob Woeoracoliate 
ject to P.T 
No Warner preparation Aas ever bern 


advertesed to the public. 


WILLIAM R. WARNER & Co. Lita 
Power Road London w.4 
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of Chloromycetin 
Ear Drops 10°/, allows 
full use to be made of 


this established antibiotic s 


CHLOROMYCETIN remarkably wide range of bactericidal 


1 0/ activity. Chloromycetin Ear Drops | 

ear drop s are advocated in the treatment of chr 
torrhoea, suppurative otitis media and 

infections of fenestration and mastoid 


operation cavities. 


in the treatment of 
REFERENCES 
EAR INFECTIONS “ Treatment of Chronic 


Otorrhcea and Chloromycetin *’ 
Brit. Med. J., 2:939, 1951 
* Local Application of 
Chioramphenico! " 
Lancet, 2:268, 1951 


CHLOROMYCETIN EAR DROPS 10° 
(Chloramphenicol B P. 10 per cent. in 
Se 


propylene glycol) is supplied in 5 c.c. vials and bottles 
of 100 c.c., with dropper 


. cae 
Parke, Davis ‘Pp: 
& COMPANY, LIMITED (inc. U.S.A) “I! 

ea? 


HOUNSLOW, MIDDLESEX 
Telephone: Hoursiow 236! 
380 
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Threshold for ‘stress’ 


Among the postulated stress-producing 
factors, emotional and physical strain 
take an important place and may provoke 
a state of systemic stress with protean 


manifestations on every body tissue. The 


incidence of such stress 


disorders has 


recently been rated as high as 15 


in rural and 25° 


tn the treatment of stress disorders, no 
one disputes the fundamental importance 
of simple psychotherapy which the 


family doctor is so well placed to dispense ; 


yet he, himself, generally recognises 

the need for a more material adjunct, a 
tonic and restorative which will assist 

the nervous system as well as the organism 
as a whole. Sanatogen is an active 
nutrient tonic, and the choice of many 
physicians in such circumstances 


in urban practice 


Sanatogen is a protein- 
glycerophosphate complex ; 95 
casein rich in essential amino-acids 
5°, sodium glycerophosphate, 
yielding most readily assimilabk 
phosphorus. Its high nutrient 
and restorative effects on the 
entire nervous system can be 
recommended with assurance 
whenever a tonic is indicated, 
whether in general or 

mental asthenia, or in any 
condition of stress 


Practitioner (1954). Vol. 172, p. 183 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics. 
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du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 


PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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THE MEDICAL SERVICE OF THE ROYAL NAVY 
Vacancies for Medical Officers 


Candidates are invited, for Short Service Commissions of four years, on termination of which 
a gratuity of £600 (tax free) is payable. Ample opportunity | grennd for transfer to 
Permanent Commissions on completion of one year's total service. Officers so transferred are 
paid instead « grant of £1,500 (taxable) 

All entrants are required to be British subjects whose parents are British subjects, to be 
medically ft. and to pass an interview 

Full particulars from the Admiralty Medical Oepartment, Queen Anne's Mansions 
St. James's Park, London, $.W.! 
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